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Messrs. H. E. Curtis & Son, Ltd., 
makers of the well-known. 
abdominal supports, belts, etc., 
have pleasure in announcing the 
return of their Factory to 
London. All communications 
in future should be addressed to 
4, Mandeville Place, London, 
W.1., where qualified male and 
female fitters are always in 
attendance. 
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SPENCER INDIVIDUALLY DESIGNED 
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Spencer Designers make positive support 
embodying comfort without undue weight 


For spinal curvatures, injuries, or 
disease, Spencer Designers create a 
spinal support that orthopaedic opinion 
finds most effective. It provides posi- 
tive support with less weight and 
more comfort than does a brace, 


The Spencer Spinal Support is de- 
signed to exert the degree of hyper- 
extension or flexion of the spine 
required by the surgeon for treatment 
of the condition in the individual 
patient, 
Where immobilisation is needed, the 
necessary rigidity is incorporated. 
Only if individually designed, cut, 
made, and fitted for the one patient 
who is to wear it can a support be 
3 effective in the application of the 
Patient with fixedkyphosis necessary corrective and supportive 


wearing a Spencer Spinal forces on the body to aid reconstruc- 
tion in the patient, 
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HANOVIA LTD 

Specialists in actinotherapy equipment ‘f 
SLOUGH | 

London Showrooms : 3 Victoria St., $.W1 


Paste type, which will allow the escape Of 5 
free exudation and thus prevent development] 
of troublesome dermatitis. Indicated-in Varicose} 
Ulcers, Phlebitis, Lymphangitis and in certaing 
orthopaedic cases. Fg 
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CLINICAL FEATURES OF THE POLIOMYELITIS EPIDEMIC IN 
MALTA, 1942-3 


BY 


T. AGIUS, M.D., D.C.H., M.R.C.P. A. E. BARTOLO, M.D. C. COLEIRO, M.D., D.P.H 


AND 


H. J. SEDDON, D.M., F.R.C.S. 


In Nov., 1942, when the siege of the’ islands had just been 
raised, Malta and its small neighbour Gozo were still further 
stricken by a serious outbreak of poliomyelitis, the first of any 
note in their history. Between Nov. 15, 1942, and the first 
week in June, 1943, there were 426 cases in the civilian popula- 
tion, almost all in children under the age of 5 years (Fig. 1). 
At the same time 57 

curred, the victims 
being without excep- 
0: tion men from the 
United Kingdom. 
The epidemiology of 

the outbreak has 
been discussed else- 
wher ddon, 

where by Seddon 


UNDER 5 YEARS Agius, Bernstein, 
and Tunbridge 


80- (1945). Bernstein, 

Clark, and Tun- 

bridge describe the 

clinical features of 

the Service cases in 

this issue, at p. 727; 

the present paper is 

0 concerned with those 

of the civilian out- 
400 “Fs break. 

ps The occurrence of 

3504 such an epidemic in 

a community where 

ALL AGES conditions are other- 

wise normal is no 

light matter. Ina 

small island that had 

been subjected to 

prolonged and fero- 

cious aerial bom- 

bardment, and that 

had hardly recov- 

50: ered from a food 

5 © 20 30 40 SOVYEARS vision of adequate 

Fic. 1—Dj . accommodation and 

treatment for over 

“ad 400 cases of polio- 

myelitis was a task requiring exceptional resourcefulness and 

determination. Satisfactory accommodation was found within 

a remarkably short time in the new but uncompleted Govern- 

ment hospital (now known as St. Luke’s), though for several 

months there was a shortage of equipment and of physio- 

therapists. Improvised wooden splints for the legs and calico 

we for the arms were applied under the direction of Prof. 

- E. Debono, and the supervision of these small children was 

$0 strict that a complete review of all cases made in March 


12 MONTHS 


and April, 1943, revealed only two in which there was very 
slight contracture. While the epidemic was in progress there 
was insufficient time for taking detailed histories of onset ; 
furthermore, at that time many of the mothers were so dis- 
traught that it was impossible to obtain coherent stories from 
them. During February and March, when the state of emer- 
gency was coming to an end, one of us obtained detailed 
histories of onset in all except a very few cases. This informa- 
tion, together with the shorter notes made at the time of admis- 
sion, gives a fairly clear picture of events during the active 
phase of the disease. In the spring of 1943 all but five of the 
survivors were re-examined and the muscle power charted 
according to the system of notation recommended by the Peri- 
pheral Nerve Injuries Committee of the Medical Research 
Council. This work was most laborious. In older children 
accurate muscle examination requires time and patience; in 
infants it is exceedingly tedious, and the results cannot always 
be regarded as strictly accurate. In every case of doubt a low 
rather than a high grading was given, and it may well be that 
the effects of this epidemic will prove less serious than the 
original forecast suggests. By early March, 1943, only 160 
children were in hospital ; in the case of out-patients living in 
towns remote from St. Luke’s Hospital the detailed examinations 
were made at district dispensaries and, as a last resort, in the 
homes of patients whose parents lacked the means or the 
inclination to bring their children to a clinic. Under such 
conditions accurate work was not always possible. 


Clinical Features of the Acute Disease 
Onset 
In some cases the illness was so mild that during the acute 
phase the child was not put to bed at all ; indeed, the symptoms 
were often so vague that the disease was completely overlooked. 


In others it was mistaken for some other condition such as~ 


paralytic chorea, diphtheria, or meningitis. However, close 
questioning usually elicited a history of some general disturb- 
ance. Ina few cases the onset was very acute, with convulsions 
that seemed to threaten life ; it is probable that this was the 
state of affairs in the case. of three patients who died at home. 
The duration of the acute illness varied between 1 and 17 days, 
though in most cases the general disturbance lasted for not more 


than four days. The detailed figures are as follows : 


In 59 cases duration | day In 9 cases duration 8 days 

” 73 ” ” 2 days : 5 ” 9 

” 46 ” ” 4 ” ” 1 ” ” il ” 

” 16 6 ” ” 13 


In 10 cases there was systemic disturbance. 


Fever 
Out of 396 cases 245 were pyrexial at some time during their 
illness, there being low fever (below 101°) in 159 and high fever 
(above 101°) in 86 cases. Rigors were observed in 18 cases. It 
is probable that fever was present in a greater number than is 
indicated by these figures, but our information is incomplete. 
The duration of fever varied ; in 159 cases it lasted for not more 
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than 24 hours, which leads us to suspect that it passed un- 
noticed in many more. In 56 cases the duration was 2-3 days ; 
7 cases, 3-4 days; 11 cases, 4-5 days; 12 cases, more than 6 
days. Twenty children were afebrile throughout. In a few 
cases the febrile disturbance disappeared, to reappear at about 
the time when paralysis developed. The febrile disturbance was 
present usually at the onset of the disease, though in a few it 
developed after the paralysis had appeared. 


Pain 


In view of the youth of most of the patients it is difficult to 
give the actual incidence of pain, and it may well be that the 
figures presented here are rather too low. In the very young 
pain manifested itself in various ways. A child would refuse 
to have his napkin changed, resented fondling or handling of 
any kind, and wished to be left alone. In several cases the child 
would not tolerate being bathed. In one case the mother 
noticed the child scratching the limb which later became para- 
lysed; there was no local skin lesion. In two cases children 
complained of a pricking sensation in the limb about 48 hours 
before the development of paralysis. 

The site of pain did not as a rule correspond with the distri- 
bution of the subsequent paralysis. For example, pain in the 
back was followed by facial or deltoid paralysis ; pain in the 
face by paralysis of the lower limbs ; pain in one lower limb 
by paralysis of an upper limb; pain in one lower limb by 
paralysis of both; and pain in the shoulders by facial palsy. 
In one case severe orbital pain was followed by paralysis of 
one lower limb. In another, suprasternal pain was followed by 
difficulty in swallowing, then by facial palsy. Headache occurred 
in 72 cases, and was unassociated with any particular kind of 
paralysis ; the cases of cranial nerve palsy were usually un- 
associated with headache. Pain occurring in a limb which sub- 
sequently became paralysed was observed in only 28 cases. 

The severity of the pain did not correspond with the extent 
or severity of the subsequent paralysis. Indeed, many children 


who complained bitterly of pain escaped with less paralysis 


than those who did not. In one case pain was severe for three 
days and nights ; both lower limbs became paralysed and yet 
recovered completely. In a few cases the pain was recurrent 
and of short duration ; in one it moved from limb to limb in a 
manner that was suggestive of acute rheumatism. On the whole 
pain was not an outstanding feature in this epidemic. In 96 
cases the child cried intermittently as if in distress, and in 57 
the crying was no more than a whine or a whimper. In 56 cases 
the pain was limited to one part of the body, and in 28 it 
appeared in the part which later became paralysed. Sixty-six 
children seemed to be sore all over and greatly resented 
handling ; but this was the nearest approach to the character- 
istic muscle tenderness in acute poliomyelitis that was seen. 


Nervous System 

(a) Somnolence was noticed in 150 cases, and in some it was 
pronounced, the child having to be wakened for his feed, perhaps 
only to fall asleep again during the course of it. Many of the 
babies were extremely lethargic. Some children slept at unusual 
hours or were late in waking up. During the period of sleep or 
drowsiness a number of children (107) exhibited jerking movements, 
which were the occasion for considerable alarm. One hundred 
children had restless nights, though this feature corresponded fairly 
closely with the incidence of fever. In 6 cases there was a reversal 
of the sleep rhythm, the child sleeping by day and being restless at 
night. 

(b) Delirium was noticed in only 20 cases, and occurred generaily 
at night; 13 children had convulsions. Four children lost con- 
sciousness for periods of up to 12 hours. ; 

(c) Seven children and one adult complained of vertigo; one child 
said repeatedly that he felt like a drunken man, and an adult made 
a similar complaint. Another child complained that the bed was 
spinning round, and said he felt dizzy and was going to fall; the 
vertigo was accompanied by vomiting. In two cases vertigo was 
aggravated by changing the child’s position in bed or by raising the 
head from the pillow. In one of the cases of vertigo there was a 
cerebellar disturbance. One child could not tolerate street noises. 

(d) Stiffness of the back was remarkably infrequent; it was 
observed in only 7 cases. Spasmodic contraction of muscles followed 
by paralysis occurred in only one case. Tremors and involuntary 
movements were present in 7. 

(e) Thirty-eight patients were very irritable, even to the extent of 
throwing things at those who attended them; in 22 cases there was 


a noticeable change in temperament. Two patients were extremely 
apprehensive; one of them—the adult who died—was sure 
before the end that his illness would be fatal. A rather similar fear 
seemed to be present in the minds of other children, who complained 
bitterly when left alone. ° 

(f) Loss of speech occurred in 6 cases, in three of which there Was 
facial palsy; one child in this group presented typical cerebelig§ Sevet 
symptoms and signs. ° ases tl 

(g) Twitching of the eyelids was noticed in 11 cases, and strabismys ri mict 
in 2. One case developed bilateral ptosis. Nystagmus was not seen 


in any of the cases. oe 
(h) Paralysis ——Except in the 10 cases in which there was go 


general disturbance it was difficult to determine the exact date of 
onset of the paralysis; the child was already ill, perhaps in bed, escent 
and neither the parents nor the child could say when the diminutigg (@*¢T™™! 
in muscle power started. In addition to these 10 cases there wep por bod! 
9 in which a general disturbance followed the paralysis. In mogfributio 
cases the paralysis appeared fairly soon after the onset of the general 
disturbance; in dealing with such young children it was, unfor. oe 
tunately, impossible for us to be more precise. There were, however 
several interesting exceptions. In 12 cases the paralysis developed 
a number of days after the general disturbance was over, when 
some children were actually going about again; in 10 the paralysis 
came on when the child had been up for two days, and in 2 it did 
not appear until after two weeks. In 13 cases there was, similarly, 
a general illness followéd by apparently complete recovery; then 
there was a second period of malaise, at the end of which paralysis 
developed. One case was especially dramatic. A child was ill for 
a few days, and apparently had recovered completely; eight daysWifficult 
later he was taken ill at 3 p.m., and 11 hours later died of respiratoryBhe uppx 
paralysis. It is of course possible that the initial disturbance was 
not due to poliomyelitis, and it has recently been suggested that Thus 
certain infections, particularly of the intestine, pave the way forpetween 
entry of the virus by the alimentary portal. bf the s 
In a number of cases there was an initial weakness of the limbs} Oeder 
which appeared to be of a temporary nature but later gave placefyere set 
to severe and long-standing paralysis. The weakness was reveakdbny evic 
by unsteadiness, with frequent falls, which was often present ‘for ases SW 
some time before the appearance of frank paralysis. In no 
instance was there an irregular spread of paralysis affecting one 
limb after another. In three cases the paralysis was ascending and 
fatal. Fiftee: 
respir 
ate, 3.5 
base, the 


The results of examination of the cerebrospinal fluid will 
not be enumerated, as although lumbar puncture was performed 
on most cases admitted to hospital the information gained was ly f 
of no special interest. 4 

A number of children were vaccinated against smallpox of)..;) py 
received injections for one reason or another a short time before} 9 joy 
the onset of poliomyelitis. The four vaccinated cases werk... 
inoculated at the usual site in the upper limb, and the subt}yigence 
quent paralyses were as follows : (a) vaccination in left upper},..., imy 
limb—paralysis of same limb ; (b) vaccination in left uppeh... oan 
limb—paralysis of right upper and both lower limbs ; (c) tities 
cination in left upper limb—paralysis of left lower limb; eee alte 
(d) vaccination in left upper limb—paralysis of face, left upper 
and lower limbs. One child was receiving intramuscular inj 
tions for whooping-cough ; both upper limbs had been injected, 
and he developed paralysis in one. Five children were receiv; 
ing antimony compounds intravenously or intramuscularly foy 
leishmaniasis, but in no case could the site of injection be co 
lated with that of the subsequent paralysis. There is therefor 
no conclusive evidence that the virus was accidentally intr 
duced by injection. 


Alimentary and Respiratory Systems 


Anorexia was almost constant, and 12 children complain 
particularly of thirst. Salivation unrelated to teething 
noticed in 14 cases; it was not followed by one form? 
paralysis rather than another. Dysphagia was present in’ 
cases. Vomiting occurred mainly at the onset of the illne 
and was observed in 117 cases; it occurred only once im 9 
twice in 11, three times in 2 cases, and repeatedly in 2 other 
Late and persistent vomiting occurred in 4, retching and vo 
ing in 3 cases, the retching being a marked feature througho# 
the acute phase of the illness ; retching in the absence of vomit 
ing occurred in 4 cases. Abdominal pain without difficulty 
micturition was noticed in 42 cases ; it was never persistent, 
was easily relieved by hot fomentations ; 108 children suff sn 
from constipation—usually obstinate and relieved with @ 
culty ; diarrhoea was present in 5 cases, diarrhoea and tenest 
in 1 case. 
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An initial coryza was noticed in 80 cases, 6 children had sore 
Sure long roats, and in 28 a cough was present ; hoarseness of the voice 
ilar fea was observed in 4 cases. 


— Urinary 
ystem 


‘al Several children suffered from retention of urine ; in other 


ses the child took a long time to start or complete the act 
strabismus fof micturition. In only one case was catheterization necessary. 
S Not sen None of the visceral symptoms that have been described 

ere apparently due to local disturbances, and it was therefore 
© was 001. unreasonable to regard them as manifestations of the ingra- 
ct date off cent disease ; it was of interest, perhaps of importance, to 
Ps in bed, termine whether symptoms referable to one particular system 
+ body level were followed by paralysis of characteristic dis- 
In mogfribution. The results of this inquiry were as follows: 


he general Gastro-intestinal symptoms followed by paralysis of Cases 
leveloped Upper limbs .. 16 
ver, when Respiratory symptoms followed by paralysis of ° 
, Similarly, Gastro-intestinal and respiratory symptoms followed by 
6 
was ill for 


eight days—ifficult micturition was followed indifferently by paralysis of 
respiratoryBhe upper or lower limb. 

rn be Thus it may be concluded that there is no obvious relation 
© way forpetween the mode of onset of the disease and the distribution 

pf the subsequent paralysis. 

the limbs} Oedema of the eyelids was a presenting sign in 2 cases ; both 
gave placefvere sent in with a diagnosis of nephritis, and in neither was 
is revealedbny evidence of kidney damage detected subsequently. In 3 
resent ‘fort.ses swelling of joints was an early but transient phenomenon. 


s. In no 
Causes of Death 


Fifteen patients succumbed to the disease, death being due 
respiratory paralysis in 14 and to convulsions in 1; death 
ate, 3.5%. Twenty-three children died from intercurrent dis- 
pase, the actual causes of death being the same as those com- 
nonly found in the 0-5 years age group in Malta. Ie¢ is possible 
at in several cases the paralysis was a contributory cause of 
1allpox Oeath, but even if all fatalities are included the total death rate 
me before 9.09, is not high in an epidemic of some magnitude ; it has 
ASES WeltReen suggested elsewhere (Seddon et al., 1945) that this is 
the subsbvidence in favour of the virus being native to Malta rather 
left Uppetbian imported from another country. By contrast, the death 
eft upPate among the Service cases was 19.3%, all but two of the 
(©) talities being due to respiratory paralysis; two late deaths 


ver lim attributed to cerebral anoxia. 

left upper 

ular injer Distribution of Paralysis 

re rela The original distribution of paresis or paralysis in all the 
ularly foes is shown in Table I. It will be noticed that the lower 


bee ABLE I.—Distribution of Muscular Paresis or Paralysis (426 Cases) 
thereror 


Lower limbs .. 57 

Lower limbs; abdominal and spinal muscles * ms = 40 

One lower limb; abdominal and spinal muscles .. -_ ee 33 

J One upper limb and one lower limb ‘4 =z ade ath 16 
ompiaine One upper limb and both lower limbs Be = i aid 7 
thing wa Both upper limbs and one lower limb 1 


f Both upper limbs and both lowerlimbs 
orm One upper limb and both lower limbs; abdominal and spinal 


sent in muscles es 12 
he illne Upper and lower limbs; abdominal and spinal muscles . . 8 

e u One upper limb and one lower limb and spinal muscles . . 2 
nce in § One upper limb; abdominal and spinal muscles . . a 3 

other Abdominal and spinal muscles 4 
nd vor Generalized weakness 6 
hroug! 4B. NOte.—Facial paralysis occurred in 18 cases with paralysis elsewhere, so 
of vomiegest the facial muscles were affected in 47 cases, or in just over 11% of cases. 
fficulty il sixth cranial nerve was involved in two cases in association with paralysis 
the lower limbs. One of these also had a facial palsy. The incidence of respira- 
stent, ary paralysis is not shown; there were 15 cases among the 426. 
n suffers, 
vith die bs alone were affected in 219 cases (51%), and in association 
tenesmi’) paralysis of other regions in 120 cases, bringing the total 


f lower-limb paralyses to 339 (79.5%). The upper limbs were 
volved alone in 45 (10.5%), and with others in 50; cases with 


upper-limb paralysis thus total 95 (22.3%). The abdominal 
and spinal muscles were affected in 102 cases (23.9%); all 
except four had paralysis elsewhere. Facial paralysis occurred 
in 47 cases (11%); 29 of them showed no other abnormality. 
The spinal segmental involvement is shown’in Fig. 2. 


SPINAL SEGMENTAL INVOLVEMENT | 


IN CIVILIAN EPIDEMIC 


INTERCOSTALS 


LUMBAR  SACRAL 


234567 12 
CERVICAL 


Fic. 2.—Spinal segmental distribution of paralysis in civilian 
cases, showing great lumbo-sacral predominance. (Reproduced 
by courtesy of the Editors of the Quarterly Journal of Medicine.) 


Treatment 


At first the only physiotherapists available were one masseuse 
and one voluntary assistant. An after-care sister from the 
Wingfield-Morris Hospital, Oxford, went out with one of us 
(H. J. S,) at the end of Feb., 1943, and remained in Malta until 
the end of August. The Army generously permitted the mas- 
seuse in charge of the military cases to spend nearly half of her 
time at the civil hospital, and thus, with the assistance of junior 
medical officers and V.A.D.s who were given special courses of 
instruction, it was possible to build up a physiotherapy service 
which, although admittedly inadequate, was entirely effective 
in preventing deformity and in providing muscle re-education 
for such children as were old enough to co-operate. In spite 
of the language difficulty it was remarkable how intelligent 
youngsters of 3 or 4 could be taught to carry out exercises 
appropriate to their individual needs. 

Since most of the children were under 5 years of age plaster- 
of-Paris proved unsuitable for splinting the lower limbs. It 
was necessary to provide durable splints that would not rust. 
Thanks to the generosity. of Air Vice-Marshal Sir Keith Park, 
the Air Officer Commanding, we were able to obtain sheet 
duralumin, from which simple but very effective splints were 
made. They were even lined with spongy rubber sheeting 
salvaged from German aircraft. For cases of paralysis of the 
trunk muscles Bradford frames made of gas-piping were used, 
the patient being supported by canvas slings and held securely 
by a linen jacket. Owing to the pressure of work we had at 
first to be content with plaster-of-Paris and light wire splints 
for use in paralysis of the upper limb. 

The -provision of a swimming-pool was not thought to be 
desirable. It would have been available for only a limited 
number of patients, it would require an abundant supply of 
water and fuel—there was a shortage of both—and it would 
have been necessary to install some form of water-disinfecting 
plant. Scabies and impetigo were rampant at that time. A 
suspension apparatus was nearly as satisfactory. Five of these 
appliances were made, being constructed in such a way that 
they could be taken to pieces and transported to a clinic by 
car. The woodwork was done by the carpenter at St. Luke's 
Hospital, and the springs and other metal fittings were supplied 
by Col. H. D. Tanner, of the Royal Engineers. 

It was estimated that at least 150 children would require some 
kind of permanent apparatus. A workshop for the supply of 
“irons” is now in being ; the materials necessary for making a 
start were sent out by the Crown agents, with a supply of boots, 
of which there was until recently an almost complete dearth. 


Recovery 

Table II shows the recoveries that were complete by Sept., 
1944, while in Table III are details of the recoveries in the 
cases that still show signs of paralysis of another part of the 
body. 
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TasLe Il.—Complete Recoveries 


.Recovered Within (Months) 
Distribution of Paralysis |— —— ——- —— Total 
2 3 | 4| 6 | 9 | 12] 15| 21) 
Lower limbs 4 1 1 2 1 28 
One lower limb .. 2); 6 30} 2 1 4; 9 1 55 
Lower limbs; abdominal re 2 3 1 9 
and spinal muscles | 
One lower limb; abdom- 1 1 3 | 2 2 1 10 
inal and spinal muscles 
Upper limbs 1 1 
One upper limb .. 1; 4] 9 1| 4 | 19 
Upper and lower limbs; 1 
abdominal and spinal 
muscles 
One upper and one lower | 1 1 
limb 
One upper and both lower 1 1 2 
limbs 
Facial muscles... 4 3} 13 1 21° 
Abdominal muscles ~s 1 | 1 2 
Generalized weakness. .. 2 | 2 
20/79) 3 | 7 | 12/18) 1 | | 182 


* Four other cases of recovery from facial paralysis are not specified in the 
able but are included among those which recovered from paralysis elsewhere. 


TasLe III.—Partial Recoveries 


Within (Months) 
2|3|4 | 6] 9 | 15| 18| 21 
Lower limbs 2 2 
One lower limb .. a 15 
Upper limbs : 1 1 
One upperlimb .. aia 1 3 1 1 8 
Lower limbs and spinal 1 1 2 
muscles | 
One lower limb; abdom- 1 2! 4 3 | .10 
inal and/or spinal muscles | 
One upper and one lower | 1 1 
limb 
One upper limb; abdom- 3 3 
inal and/or spinal muscles 
Abdominal and/or spinal | 1 3 7/118) 4 1 34 
muscles 
Facial muscles... ee 3 1 6 
Face and one lower limb . . j 1 1 
Face; one upper and one | 1 1 
lower limb 
Face; upper limbs and 1 1 
spinal muscles 
9| | 9 | 12) 35] 6 3 1 85 
! I i 


Of the 388 survivors 152 (39.2%) made a complete recovery 
within 21 months (Table ID); and of the 152 about two-thirds 
(110) recovered within the first three months—which happened 
to be the period when the provision of physiotherapy was very 
meagre. This early and unassisted recovery cannot be explained 
in terms of axonal regeneration ; it must represent the return 
of function in comparatively normal anterior horn cells whose 
activities had been merely suspended by the disease. There 
is another peak in the 9-12 months period, when 30 more 
cases made a complete recovery ; but the table suggests that 
in spite of adequate physiotherapy, such as became available 
four months after the outbreak of the epidemic, there is not 
much to be hoped for in the cases still paralysed after 12 
months unless a still later peak is found indicating recovery 
due to axonal regeneration. It may well be that the 30 cases 
that recovered in from 9 to 12 months were those in which 
deliberate muscle re-education was required to complete the 
restoration of function. A more recent, though admittedly 
incomplete, review of the cases in Jan., 1945, 26 months after 
the outbreak of the epidemic, is not encouraging ; there have 
been no spectacular improvements since the twelfth month. 

The main peak of partial recovery in the cases which still 
show some paralysis (Table III) was between 9 and 12 months, 
which suggests that in the more severely paralysed patients 
physiotherapy may play an important part in bringing about 
such recovery as occurs. 

No fewer than 102 patients suffered from abdominal or spinal 
paralysis, or both, usually in association with paralysis of other 
parts of the body. Fortunately only 21 patients have failed to 
recover good power in the abdominal and spinal muscles, and 
it is to be hoped that the incidence of structural scoliosis will 
be low. 

The high incidence of facial paralysis—47 cases—was a 
remarkable feature of the epidemic: in 10 some degree of 


paralysis is still present and the prognosis must be reo: 
as bad. In the 29 cases in which there was no associa 
paralysis the diagnosis of poliomyelitis was based on (1) 4 
absence of other causes, (2) the presence of the same kind 
general disturbance as was observed in children Suffering fro 
paralysis of the limbs, and (3) the occurrence ‘of the fac 
paralyses during the epidemic period. The recovery rate y 
much the same in those cases in which other parts were pa 
lysed as it was in those in which facial involvement occy 
as an isolated phenomenon. 


A Plan for the Future 


It was suggested to the Secretary of State for the Colon; 
and to the Malta Government that an orthopaedic servi, 
should be established to provide not only for the long-ten 
care of the victims of the epidemic but for cripples of eye 
kind. This proposal was received with enthusiasm, and ; 
July, 1943, two more masseuses from England went out 
Malta, where, under the guidance of Prof. P. P. Debono. , 
fessor of surgery in the Royal University of Malta, they eats 
lished a physiotherapy department at the Bugeja (Central) Ho 
pital in addition to taking over the work already started 
St. Luke’s. It is planned to train several Maltese girls 
physiotherapy schools in this country, and during their time 
training and for some time after they return to Malta 
physiotherapy staff will be augmented by two more physi 
therapists sent out from Britain. 

Mr. A. J. Craig, a Maltese surgeon with experience of gene 
and orthopaedic surgery in this country, has recently beg 
appointed to take charge of orthopaedics in the Maltese Medic 
Service: he is now organizing his department, and has al 
been proposed for the post of Lecturer in Orthopaedics in th 
Royal University. The junior surgeon who was placed in cha 
of the cases of poliomyelitis from the time of the epidemic unj 
Oct., 1944, is now in this country gaining further experience 
general and orthopaedic surgery. In due course he will retuy 
to Malta as assistant orthopaedic surgeon. The orthopaed 
workshop will form part of the permanent organization. 


Conclusions 


The clirtical aspects of the Malta epidemic presented fe 
unusual features. There are, however, one or two points 
which attention should be directed. 

One of the earliest’ and, apparently, most constant sig 
described by other observers is stiffness of the neck and bad 
so that the patient is unable to approximate the chin to ft 
bent knees. This phenomenon is sometimes referred to as t 
“spine sign,” but its diagnostic significance is evidently douk 
ful, since not only may it be absent in most cases of poli 
myelitis, as in our series, but it may occur in any conditic 
associated with meningeal irritation. The lack of any defini 
correlation between the prodromal subjective and object 
phenomena on the one hand, and the distribution of f 
eventual paralysis on the other, is as striking as it is unfo 
tunate ; not only is the clinician deprived of a valuable pal 
finder, but he may even be thrown off the scent by having 
his attention: directed away from the silent paralysis byt 
clamour of symptoms such as pain in another part, vomiti 
etc. This state of affairs may furnish one explanation for 
“missed cases” in an epidemic. 

In most disease processes the value of pain as an eal 
localizing symptom is well recognized ; it was therefore ¢ 
turbing to find that the site of pain gave little or no indicat 
as to the site of the subsequent paralysis. Muscle tendem# 
was also inconspicuous. The same was true of the vise 
symptoms : there was no more likelihood of a patient develé 
ing paralysis of the lower limbs after a gastro-intestinal ¥ 
than after a prodromal respiratory disturbance. The occurté 
of paralysis of the lower limbs in four out of every five of ¢ 
cases is in keeping with the findings reported by most 
observers. 

A curious feature of the epidemic was the high incid 
of facial paralysis. It was invariably unilateral, and @ 
majority of cases disappeared during the first three mom 
Persistence of the paralysis after that period was accomp 
by reaction of degeneration in the affected muscles, and 
prospect of recovery must be extremely poor. This was 
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rience with regard to paralysis of any part of the body. 
regard pont number of recoveries took place during the first 
n (1) qh three months after onset—at a time (as it happened) when 
Ne “I jittle physical treatment was available. A second though much 
dec ller peak in the recovery rate, which occurred during the 
meh 7 months period, may have been due in part to the influence 
© faci: ~e tment. Although the part played by physiotherapy seems 
" be small, in that no known treatment can bring about 
7 regeneration of grossly damaged anterior horn cells, the preven- 
ey tion of contractures and the maintenance of joint mob lity are 
of great value. When recovery is slow and imperfect the 
importance of muscle training is especially noteworthy. It is 
| therefore only in the early and complete recoveries that physical 

Coloniel reatment seems superfluous. 

louse The care of the victims of this epidemic was and still is the work 
long- fateam. In addition to those whose names appear in the text we 
OF eve express our thanks to Prof. A. V. Bernard; to the resident medical 
1, and idstaff of St. Luke’s Hospital, especially to Dr. O. Azzopardi and 
nt Dr. V. Zammit-Tabona; to the physiotherapists, Mrs. K. J. Bell, 
out Or eT Charter, Miss P. Empson, Mrs. M. T. Ensoll, and Miss 
ONO, pra, _ B. Quinton ; and to the Reverend Mother Superior and her 


hey esta] devoted staff of nurses. 
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ented feb An account is given of the clinical pathological, and therapeutic 
findings in a series of 57 cases of acute anterior poliomyelitis 


— occurring among Service personnel during the Malta epidemic 
| of the winter of 1942-3. The epidemiological findings of the 
tant SIH outbreak have been fully discussed elsewhere by Seddon, Agius, 
and “1 Bernstein, and Tunbridge (1945). Only 4 out of a total of 
un to OW over 400 cases were recorded among tht adult Maltese popula- 
to 88 BF tion and none at all among the Maltese troops. The apparent 
phe immunity of the Maltese troops is the more striking because 
oni they were often working side by side with United Kingdom 
troops. 
" biedk Of the 57 cases 2 were from the Royal Navy, 27 from the 
in of t A™y. and 28 from the Royal Air Force. The incidence was 
is walt proportionately higher among the R.A.F. than among the Army 


able paty Pemsonnel, being 4 to 1. The duration of service in Malta bore 
no relation to the disease. The average duration among affected 


havin 
ss wi personnel was over 12 months (Table 1). The four cases with 
vomiti I 
on for t Duration of stay in Malta: 

Imonthand under... - .. Period of service: 

lto 6 months bs is 7 Minimum 2 weeks 

verage .. Over 12 mo 

refore Over 2 years .. 


indicati 
tender less than one month’s service in the island arrived after the 
re vise Onset of the epidemic. The average duration of the disease 
it develog before admission to hospital was 3.6 days, with a range from 
tinal upg 12 hours to 15 days. 


all The Preparalytic Stage 
nost of In only two instances was information regarding the pre- 
paralytic stage not available. In two further cases no paresis 
idem “eVeloped, and in five additional. cases the exact duration was 
nd in Gilficult to assess aS there was in each instance a history of 
< mol illness followed by a period of normality lasting 3 to 12 days 
coal before the return of symptoms and the onset of paralysis. The 
*Vetage duration of the nrensralytic stage in the remaining 
os 48 cases was 3.4 days (Table ID). 


The proportion of non-paralytic cases was unusually low, 
and undoubtedly some cases were missed. On the other’ hand, 
the medical officers and all the troops were aware of the preva- 
lence of anterior poliomyelitis, with the result that almost all 
those complaining of headache and fever during the peak period 
of the epidemic had a routine examination of the cerebrospinal 
fluid on admission to hospital. By this procedure the diagnosis 
was established in the two recorded non-paralytic cases. 


TaBLe Il.—-Duration of Preparalytic Period 


12 cases 24 hours or less 6 cases 4 days 
»  2days 7 , 5-7 days 
6 ,, 8 days or more 
(Average 3-4 days) 
S cases with uncertain preparalytic period 
(2 or 10, 5 or 14, 3 or 15, 1 or 4, 3 or 10 days); 
2 cases, no paresis ; 2 cases, data not available 


Symptoms.—In 36 cases the onset was sudden and dramatic, 
the patient presenting some of the symptoms and signs of 
meningeal irritation. Headache was the most prominent initial 
symptom, and was recorded in 45 cases (Table III). No new 


Ill.—Preparalytic Symptoms in 53 Cases 


Headache | Anorexia .. 8 
Muscle weakness ae ja Vomiting .. 6 
Pain in back ic Lassitude .. 6 

— 13 Abdominal pain .. 
Malaise .. i4 Dysphagia 3 
Sore throat and coryza .. ys 13 Weakness of eyes 2 
Shivering attack .. Miscellaneous 


symptoms were observed, nor was there a constant clinical 
picture applicable to the majority of cases. 

Signs.—Pyrexia was noted in 43 cases on admission to hos- 
pital, and ranged from 98.8 to 104° F. The fever lasted from 
48 hours up to eight days, save in six cases in which the 
development of secondary infection, respiratory or urinary, 
prevented an accurate assessment of the duration of pyrexia 
attributable to the primary disease. Neck rigidity was observed 
in 20 cases, neck stiffness in 17, Kernig’s sign and the spine 


sign in 12. 
The Paralytic Stage 

Twenty-six patients complained of weakness of a limb or 
other part of the body before admission. Muscle tenderness 
was noted in 30 cases, but in only six did it present with any 
degree of severity longer than 10 days after the onset of the 
paralysis. The degree.of muscle tenderness bore no relation 
to the severity of the muscle paresis. In the present series the 
degree of paralysis was by no means maximal within 24 hours 
of onset (Table IV). 


TaBLe IV.—Cases with Delayed Spread of Paresis 


Cases Cases 
2 days os | 6 days 
5 ” 2 


(In 8 cases delaved 4 days and over) 


The spread of the paralysis was descending in 10 and ascend- 
ing in 3 cases. In 15 cases the development of the paralysis 
was not continuous, but was of the “jumping” variety, with 
an interval of at least 12 hours between the jumps. Included 
in the jumping cases were nine of the descending and three of 
the ascending type of spread. Accurate assessment of the extent 
and thy degree of paralysis in the initial stages was often a 
matter of considerable difficulty. In our experience neither the 
degree: of loss of power nor the degree of alteration of the 
reflexes was of itself sn adequate guide to the severity. Some 
cases with absence .of reflexes in the early stages made a 
dramatic recovery of power, and vice versa. Further, despite 
repeated and careful examination, muscles apparently un- 
affected initially, or even after 10 days, showed definite 
weakness three to five weeks later. The latter feature is of 
considerable clinical significance and necessitated keeping the 
patients in bed for at least four, preferably six, weeks. How- 
ever trivia! the initial paralysis may seem, it is only by keeping 
the patient in bed for such a period that the extent of the 
paralysis can be fully assessed and the development of deformi*y 
minimized. 


Case 14 —Sgt. H.. aged 21. Admitted to hospital with a two-days 
history of headache and pain in the neck. The next day he de- 
veloped weakness of the muscles of the right shoulder, mainly of 
the right deltoid. Cerebrospinal fluid: 88 cells per c.mm. (poty- 
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morphonuclears); protein, 50 mg. per 100 c.cm. No further muscle 
weakness was recorded during the first three weeks of the illness. 
Allowed up after one month, when he complained of weakness of 
the legs. Examination showed weakness of the abdominal, hip 
flexor, and quadriceps muscles of both legs. 


The final distribution of the paralysis for all patients is given 


in Table V. . 
TasL_e V.—Distribution of Paralysis 
Cranial nerves : 
Alone 
With others ,. 
Respiratory system 
(Fatal cases, 11) 
Arms: 
Alone 
With others .. 


14 (245%) 
16° (28%) 


35 (61%) 


Alone 

With others .. 

trunk: 

Alone 

With others .. 
Sphincters : 

Bladder 

Bladder and rectum 


3 
33} 38 (66-7%) 
26} 28 (49%) 
12 (21%) 


Respiratory paralysis was observed in 16 cases. The initial 
symptom was an inability to take a deep breath, and was always 
complained of by the patient before the detection of any weak- 
ness of the respiratory muscles on physical examination. The 
earliest sign was a weakness of the cough reflex. In at least 
four cases death was due to central rather than peripheral 
failure. Patient No. 6 died six and a half months after the 
onset of the disease, and during the last 12 hours of life had a 
series of convulsions, each of some’ minutes’ duration, and 
completely unaffected by the continuous use of the Drinker 
respirator ; necropsy showed no evidence of cerebral abscess 
or embolus. Analysis of the cases revealed that the later the 
development of respiratory symptoms after the onset of the 
disease the greater the prospect of recovery. . 

Cranial Nerves——An unusual feature was the presence of 
nystagmus in 10 cases. In the non-fatal cases the nystagnius 
rapidly disappeared and was not present after six weeks. In 
two of the early cases, although nystagmus was observed and 
recorded, it was not then considered to be due to the virus 
infection—e.g., Case 26, with diagnostic C.S.F. findings, had 
nystagmus and a mild degree of weakness of the dorsiflexors 
of the right ankle and slight diminution of the right ankle-jerk 
as the only abnormal physical signs. The following cranial 
nerves were involved: 7th (3 cases), 4th and 6th (2 cases), 
12th (1 case). Three patients complained of dysphagia and 
one case of diplopia. In the civilian cases there was also a 
shigh incidence of cran‘al nerve lesions—1I1°, had facial palsy. 

Sphincters——Retention of urine occurred in 12 cases. In 
eight the retention was of short duration, lasting only from 
36 hours to six days. Suprapubic cystostomy was performed 
in one of the remaining cases ; catheterization was necessary in 
a further two, and in the remaining case hesitancy still persisted 
after three months. Two cases had incontinence of faeces in 
addition to retention of urine. 

Recovery.—The rate and degree of recovery varied consider- 
ably. Owing to the exigencies of the Service it was impossible 
to record the final disposal of every case, but in all save seven 
it was possible to assess the degree of paralysis after three 
months. Table VI classifies the cases according to the severity 
of the paralysis. 


Taste VI.—Severity of Cases: Review Three Months after Onset 


pen eic | Slight | Moderate | Severe | Fatal | Total 

Army .. aii 2 6 2 11* 6 27 
Royal Air Force — 6 8 9 5 28 
| 10 | 20 11 57 


Total oa | 2 


* Two severe cases are likely to prove fatal within one year. 
Non-paralytic = Positive symptoms and C.S.F. findings; no paralysis. 
Slight = Mild paralysis; fit for full duty within three months. 

Moderate = Definite paralysis, but ultimately should have no serious disability. 
Severe = Cases likely to have permanent disability. . 


Diagnosis 
During the epidemic cases of infective hepatitis, undulant 
fever, enteric fever, fibrositis, infective neuritis, sciatica, pleurisy, 
coryza, disseminated sclerosis, diphtheritic polyneuritis, cerebral 


abscess, and hysteria were sent to hospital labelled anteri ‘nat 
poliomyelitis. By contrast one or two cases were Missed, i 
were referred to hospital only when the paralysis was ful —s 
established. The cerebrospinal fluid findings, together ull 
the clinical history and the distribution of the paralysis a og a 
adequate for establishing the diagnosis. During an epid > wr 
of acute anterior poliomyelitis in a subtropical climate 7 onsed 
difficulty may be experienced initially in differentiating beteal em 
sandfly fever, benign lymphocytic meningitis, and a 
paralytic case. The high percentage of lymphocytes on initat ante vod 
examination of the cerebrospinal fluid in the present Series of ad 
cases suggests that it is necessary to exercise caution in maki 
a differential diagnosis in the above conditions purely from the 
cytological examination of the cerebrospinal fluid, 


Once paralysis is established difficulty may arise in a mild 
sporadic case in differentiating between muscular dystrophies, 
localized neuritis of shoulder-girdle distribution (Spillane 1943) 
and acute anterior poliomyelitis. : 

Three cases were of special interest in that the diagnosis was 
a matter of considerable difficulty. 


Case 15.—Pte. S., aged 26. Admitted to hospital for dental treat 
ment while convalescent from enteric fever. Five days after admis 
sion he developed bronchitis, and five days: later weakness of the 
right serratus anterior was observed. The diagnosis of anterio 
poliomyelitis was discussed, but was considered unlikely by ‘the 
physician in charge and by the surgical specialist. Lumbar puncture 
was not performed. A plaster abduction splint was applied, and 
while in the splint the patient complained of weakness of the right 
elbow and wrist. Removal of the plaster after three weeks revealed 
weakness of both serratus anterior muscles, the spinati, right triceps, 
and extensor muscles of right wrist. Prof. H. J. Seddon examined 


the case and agreed finally with the diagnosis of anterior poli Grar 
myelitis. Polio. 
Case 55.—P/O. T., aged 23. Contracted syphilis seven months} cases. 
before admission. He was having antisyphilitic treatment, and had 
Leuco 


received nine injections of arsenic. He piloted his plane two days 
before admission, and the following evening complained of weakness }not mad 
of the right leg; a diagnosis of transverse myelitis, ? syphilitic, was}to permi 
considered. The next day, on admission to hospital, flaccid paralysis 
of the right leg and weakness of the left leg, with no se 
changes, were observed, and the cerebrospinal fluid showed 170 cells 
(lymphocytes and monocytes) per c.mm. and 200 mg. protein per 
100 c.cm.; second day in hospital, paralysis of both legs and 
weakness of lower abdominal muscles; third day, paralysis of the 
left half of the diaphragm (blood Kahn ++ ); fourth day, all 
abdominal muscles and left half of chest paralysed, and he was 
placed in a Drinker apparatus; fifth day, paralysis of both sides of 
diaphragm. Death occurred on the seventh day. Necropsy revealed 
oedema of the brain with flattening of the gyri, no naked-eye evidence 
of haemorrhages into the spinal cord, congestion of the lungs, right- 
sided heart failure, and slight enlargement of the spleen. Th 
micro-anatomy of the nervous tissues is not yet available. There 
was no microscopical evidence of any syphilitic changes. 

Pte. C., aged 27.—On admission, after a history of one day’s pain 
in the limbs and in the neck, this case presented the physical signs 
of a transverse myelitis, the upper level of the sensory loss being 
D9. Wasting of the whole of the erector spinae muscles and of the 
muscles of the left arm, with a distribution typical of anterior 
poliomyelitis, developed after admission. The blood Kahn reaction 
was repeatedly negative and there was no history or clinical o& 
pathological evidence of a syphilitic infection. Brig. D. MacAlpin 
at first thought the case might be one of anterior poliomyelitis, but 
in view of the progress of the patient it was later diagnosed # 
transverse myelitis, and is not included in the present series. 


Pathology 


Cerebrospinal Fluid—Lumbar puncture was performed with 
in 24 hours of admission, and in 24 cases was repeated at least 
once after 7 to 10 days. In 21 cases lumbar puncture wa 
performed on at least three occasions—on admission, at 7 to 10 
days, and again 14 to 21 days after the onset of the disease 
No definite relation existed between the cell count, the proteit 
content, and the severity of the disease. The cell count ws 
high in the majority of cases. The cells were mainly lymphe 
cytes and monocytes, but in a few instances the polymorph 
nuclears predominated. In the 11 fatal cases the count upd 
admission ranged from 100 to 900 cells per c.mm. On the 
hand, two severe cases had initially a count of only 40 cf 
per c.mm. In the series only three cases had a normal 
count upon admission, and in one of these the protein contest 
was raised. In the two non-paralytic cases the cell counts wer 
112 and 200 respectively—lymphocytes and monocytes pi 
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1 anteriog| ominating. Repeated examination of the cerebrospinal fluid 
issed, ang confirmed the findings of previous workers that the cell count 
Was fullyl ¢eadily falls, reaching normal limits in 10 to 21 days, whereas 
T Withi the protein content remains raised or continues to rise for 2 
YSis, wenel yp 4 weeks. In a few instances the protein content fell to within 
epidemic} gormal values after 10 to 13 days, then rose again. This 
late great wggests that the finding of a normal cerebrospinal fluid 
betweenf petween the 10th and 14th days ‘in a suspected case of acute 


| a nomfanterior poliomyelitis does not necessarily exclude the diagnosis — 
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or polio.) _ Oraph illustrating the fall of the cerebrospinal fluid protein 
Po content and the cell count to within approximately normal 
limits between the 10th and 14th days of the disease in certain 
months} cases. 
two days} Leucocyte Count.—Examination of the white-cell count was 
weakness |Not made as a routine, and the data available were too limited 


litic, wasfto permit of any conclusions. 


paralysis 

sensory Post-mortem Examivation 

bere. Necropsies were made in all fatal cases—11 adults and 1- 
Pe |child ; the latter is excluded from this report. In nine cases 


s of the} death occurred during the acute stage of the illness, and in 
day, ajj the remaining two cases after four and a half and six and a 
he was} half months respectively from the onset of the disease. The 
sides of }spinal cords and brains from four cases were preserved intact 
revealed | and sent to the Central Laboratory, G.H.Q., Cairo, for micro- 
evident | anatomical and virus examination. Faeces and urine from one 
BS, _ fatal case were also sent. In the nine cases in which death 
There | Ccurred during the acute stage the brain was described as 
oedematous or congested, and the gyri as flattened. Medullary 
haemorrhages were reported in six cases, pontine and mid- 
cal signs haemorrhages in three. 
ss beigf Cardiovascular system: Right-sided dilatation of the heart 
d of the and congestion were reported in eight cases. Lungs: Con- 
antenit | gestion was reported in seven cases, collapse in three, broncho- 
pneumonia in three, and pneumonic consolidation with acute 
rcAlpine abscess formation in one case. The spleen was enlarged and 
itis, bt | Tiable in five cases. The liver and kidneys were stated to be 
osed a congested in five cases. Tardieu spots were reported in four. 
S. The principal finding in the two patients dying after the acute 
stage was right-sided heart failure. In one the lungs were 
healthy, and in the other there were mild bronchopneumonic 
changes. The brains showed no macroscopic evidence of con- 
gestion, oedema, or haemorrhage. 


Treatment 

Ward Management.—All doubtful cases were admitted to one 
ward, where full precautions were taken. The staff wore masks 
and gowns ; the patients had individual crockery, and all faeces 
and urine were disinfected. Once the diagnosis was established 
the cases were transferred to another ward. A portion of the 
latter was set aside for the treatment of cases with respiratory 
paralysis. At the end of 10 days all cases not requiring the 
use of the Drinker apparatus were transferred to a convalescent 
ward, where no further precautions were taken concerning the 
Possible spread of the disease. 

Serum Therapy.—Serum was not used in the early cases, the 
work of the Rockefeller Institute and the Australian Commis- 


sions having led us to believe that its use was of little value. 
Serum, however, was forwarded from the Middle East, and 13 
cases received convalescent serum in doses varying from 20 to 
150 c.cm. The dosage used was 10 c.cm. intravenously and 
40 c.cm. intramuscularly daily for three days. No serum re- 
actions were observed. 

Sulphadiazine.—In addition to the serum 10 cases received 
sulphadiazine. The dosage advised by Brig. MacAlpine was 
3 g. twice daily for four days and then once daily for two days. 
The 3-g. dose was dissolved in 10 c.cm. of distilled water and 
injected slowly over a period of three minutes. Of the 10 cases 
only three had the full course. Four cases developed frank 
haematuria after the administration of 9 to 12 g.: one case 
had red cells in the urine after 18 g. ; one case developed severe 
vomiting after 12 g.; the remaining patient had to be placed 
in the iron lung, and died before the completion of the course. 
Of the 10 patients receiving both serum and sulphadiazine two 
died. The number of cases treated was too small to be of 
statistical significance, and owing to the development of com- 
plications only three had a complete course. No dramatic 
improvement seemed to follow the use of this therapy, but, in 
view of the long preparalytic period in some cases, we feel 
that it is worthy of a more extended trial. 

Respiratory Paralysis——The serious therapeutic problem 
during the early stages was the treatment of respiratory 
paralysis. In these stages of the epidemic sufficient mechani- 
cal respirators were not available and respiration was main- 
tained manually. None of the recognized methods of artificial 
respiration (Schifer, Silvester) was tolerated by the patients. 
The only effective method was rapid pressure and release (30+ 
per minute), applied centrally with the palm of the hand on 
either side of the lower end of the sternum. One of us (R. E. T.). 
on observing this, reprimanded the orderly for using an un- 
sound method, as he considered that any benefit derived from 
such a procedure must be psychological rather than physio- 
logical. Further experience suggested that this supposition was 
untrue, for the unorthodox method did relieve cyanosis, which 
the orthodox methods failed to do because they distressed the 
patient. We consider that the reason for the anomaly was the 
painful character of all movement of the chest on account of 
the tenderness of the affected muscles. 

Through the generosity of the civil Government three iron 
lungs of the Nuffield pattern were lent to the Army. Lieut.-Col. 
Tanner, R.E., constructed three respirators of the Drinker type, 
incorporating several minor modifications which made for 
greater efficiency. Several Bragg—Paul respirators were sent 
to the island upon the instructions of the War Office. As a 
result of the experience gained in the epidemic we found that 

‘the Drinker type of artificial respirator did relieve cyanosis— 
even when all other methods had failed—induced physiologi- 
cal respiration, and gave the patient comfort and confidence. 
whereas little benefit was derived from the use of the Bragg- 
Paul type, either in the acute stages or in the treatment of cases 
still requiring the use of artificial respirators after three months. 
Oxygen was administered in the cyanotic cases, the B.L.B. 
apparatus being used. 

Sepsis.—Respiratory and urinary sepsis were treated with full 
courses of sulphapyridine and sulphathiazole. For the lung 
infections postural drainage was attempted, but in the acute 
stages of the disease proved too distressing to the patient. The 
local treatment for infection of the bladder consisted of alternate 
washouts with oxycyanide of mercury (1 in 10,000) and boric 
acid solutions. 

Muscular Paralysis—The problem from an _ orthopaedic 
standpoint consisted in retaining the muscles in a neutral posi- 
tion during the acute stage, in providing varying forms of 
splintage to prevent stretching of the paralysed muscles and 
contracture of their antagonists, and in giving suitable remedial 
treatment in the convalescent stage pending evacuation of the 
cases from the island. 

Acute Stage.—The neutral position adopted was the supine, 
with a low pillow just raising the shoulders to avoid stretch- 
ing the abdominal muscles (as in many cases these par- 
ticular muscles were affected), but not high enough to stretch 
the paravertebral groups. The head was similarly supported. 
The upper limbs were placed in the hips-firm position, the 
fingers resting lightly on the abdomen just above the iliac 
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crests, with a reasonable degree of abduction of the shoulders 
maintained by means of sandbags. The legs were placed 
together and extended, with the feet supported at a right- 
angle with a foot-board or with short back splints. Behind 
the knees a low pillow was placed, giving about 10 degrees of 
flexion—a position in which there is very little risk of stretch- 
ing the quadriceps and which avoids the graver danger of the 
development of genu recurvatum. The legs and feet were 
further protected with a bed cradle. This position was assumed 
by all patients except those whose respiratory paralysis necessi- 
tated the use of an iron lung, in which provision for the best 
posture for the arms is absent. An iron lung of the Drinker 
pattern constructed locally was furnished with an adjustable 
foot-rack, and a second one was projected in which abduction 
of the arms could have been accomplished, but the epidemic 
subsided before the machine was completed. It is noteworthy 
that all patients who had been treated in the .iron lung either 


developed contractures in the pectoral groups of muscles or 


experienced discomfort in them during the passive abduction. 
The neutral position was maintained until the pain and tender- 
ness had gone and the convalescent stage was reached. 


Treatment in the Convalescent Stage 

All the muscles of each patient were investigated methodi- 
cally, and as nearly as possible in the clinical examination the 
power of each individual muscle was assessed and classified 
according to the M.R.:C. nomenclature at 7-day to 10-day 
intervals.. The majority of cases showed paralysed muscles or 
muscle groups, occurring in all limbs and the trunk indiscrimi- 
nately. All the cases in which the trunk and lower limbs were 
affected were maintained in the neutral position, and. where 
possible, were permitted use of the arm—either unsupported, 
if the muscles had escaped paralysis, or suitably splinted accord- 


. ing to the muscle groups involved. 


A notable feature of many cases was paralysis of the 
abdominal muscles, including the lateral abdominals, the 
asymmetrical affection of which is so potent in producing a 
gross scoliosis unless preventive measures are undertaken. Two 
such cases, in which there was no respiratory paralysis, were 
immobilized in plaster jackets preparatory to evacuation from 
the island. Plaster beds would have been preferable, as physio- 
therapy could have been continued, but they are difficult to 
adapt for air travel. No patients with lower-limb weakness 
were allowed to walk save where such weakness was confined 
to the anterior tibial group, and for these a short walking 
calliper with drop-foot springs was supplied. 

‘In some patients the paralysis was confined to muscles of the 
shoulder girdle, and these were given abduction splints. One 
patient whose main weakness showed in the rhomboids derived 
considerable benefit from wearing a figure-of-8 bandage, applied 
as in the treatment of a fractured clavicle. Arm weakness in 
the patient kept in the supine position on account of trunk and 
lower-limb paralysis was countered by maintaining abduction 
at the shoulder with light metal trough splints or plaster splints 
slung to a transverse bar at the head of the bed. Wrists were 
supported by short cock-up splints combined, in cases showing 
paralysis of the intrinsic muscles of the hand, with a knuckle- 
duster attachment ; where the long finger extensors were affected 
the splint was continued to finger-length. If the thumb was 
also affected the digit was held into the palm to avoid stretch- 
ing the muscles of opposition. In one patient the intrinsic 
muscles of the foot were involved and the toes began to assume 
a clawed position. For this deformity a pair of wooden sandals 
were supplied with four slits cut out at the front end, and the 
proximal phalanges of the toes were bandaged to the inter- 
vening prongs. 

No limb was completely immobilized, and during the con- 
valescent period light massage and appropriate active exercises 
were given daily. No active movements were carried out until 


- muscle tenderness had completely subsided, and only such pas- 


sive movements were used as were unavoidable during nursing. 
Once active movements had been started particular care was 
taken to stop them short of fatigue. f 

All the patients, with the exception of those who required 
treatment in the iron lung, carried out gymnastic exercises for 
all muscle groups in warmed water in a specially constructed 
seven-feet-long pool (funnel-shaved to provide the maximum 
of room for exercise in the minimum of water in order to 


economize in fuel for heating and to reduce the rate of fe 
loss) furnished with rigid head-rests and a Supporting pelyj 
sling on a crane. These water exercises were performed ¢h 


bragg-P 
tithe only 
telihe failu 


times weekly, and were very popular with the patients becausehof appli 
they seemed to be effortless, a rough idea of progress coy jominati 
be measured by the patients themselves, and the much ere, wh affected 


excursion of voluntary movement while in the water machine, 
psychologically stimulating. i the ¢ 
For those patients who had respiratory paralysis—and in principle 
of them the paralysis of the remainder of the trunk and thelsive ; (e) 
limbs was widespread—a suspension frame for the carry patient | 
out of active exercises was constructed to imitate the effect ofiihe Drir 
a swimming-pool so far as was possible. The upper limb |apparatu 
were supported on a light metal trough, with troughs for theland’ an 
upper arm and forearm, leaving the shoulder and elbow free, jwith rest 
while the wrist was supported by chaining wooden hand-grigs nent the 
to the forearm troughs. These troughs were suspended from |respirato 
the frame by selected cords, attached to the frame by Spring jof contr 
made of coiled piano wire. Resistance to the movement wa} In vie 
minimal, and the springs afforded considerable resilience tolartificial 
such movements as could be executed. An extension of thelment. | 
frame enabled the lower limbs to be treated similarly, and thelit would 
active pressing down of the lower limb against the supportinglif necess 
springs proved to be particularly good for exercising the gluteal} jors and 
muscles. In one case a further addition to the frame was afrespirato 
hand-pulley device for exercising the feet by pulling down the 


hinged foot-pieces of the lower-leg troughs against the counter} The cli 
springs. a series 
Discussion Service 


The most striking feature of the epidemic was the almost] There 
complete absence of cases among the adult Maltese popv- In 2c 
lation. This fact, coupled with the high incidence among po seriot 
Maltese infants, would be compatible with the view that thel In 14 
strain of virus responsible for the epidemic was one for which} there . wa 
the adult Maltese had some degree of immunity, but not the} respirato 
adults from the United Kingdom. The above facts are alsof Drinker 
of interest in the elucidation of the origin of the epidemic} the s 
Before the outbreak Malta had been besieged, and contacts} Conva 
with the outside world were limited to the movements of a smallf ™™ber 
number of Service personnel. As a result the question of th}. The o 
epidemic having been introduced by the Service had to be con | 
sidered. Prof. Seddon, after a careful analysis of all the case,j We w 
concluded that there was no evidence to support the view that RAMC 
the epidemic was introduced by Service personnel. RAMC 

The case incidence was high—approximately 150 per 100,000} Taylor, © 
—but the mortality rate was not abnormally high either for 
the epidemic as a whole or for the adult cases. The unusual} interest 
clinical features were the high incidence of cranial nerve lesions§ for his t 
in both the civilian and the Service cases and the presence of Bae WwW. 
nystagmus in 10 of the latter (17°). Further, in view of te publish | 
recent controversy concerning the early treatment of acute 
anterior poliomyelitis, the frequent finding of selective musck§ seddon, § 
weakness as late as the fourth week after onset suggests that $ — 
the age of the subject should be taken into consideration befor os 
generalizations concerning therapy are made. As a result of 
the experience gained in the epidemic described, we consider 
that for an adult case a minimum period of six weeks’ absolut} ppp 
rest is advisable. 

Treatment of the patient with respiratory paralysis raised 
many problems. Of the 16 cases with respiratory paralysis 
were treated in a mechanical respirator. Of the 13 so treated 
10 died, and two further cases have such a serious degree af ' 
paralysis that they are likely to succumb to a secondary respite} '" ce 
tory infection within two years. The distressing appearane 2; imet 
of such patients often leads the physician to make franii Ziegler 
demands for a mechanical respirator on misguided humamy chil 
tarian grounds. In a considerable proportion of cases; mor icterus. 
particularly those in which the paralysis begins within fie] Patients 
days of the onset of the disease, the respiratory failure 8 -sue 
central in origin and no form of artificial respiration is @ ow c 
avail. Morphine, used judiciously, would seem to be the treaty Sie pre 

change 
ment of choice for such cases. 


tu 
The mechanical respirator, however, has a value in the treat _— 


ment of cases in which the paralysis is peripheral. In of reading 
experience the later the onset of the respiratory paralysis the of the 
more likely was it to be peripheral in distribution. In te 
treatment of respiratory paralysis two varieties of . 
respirator were used—the Drinker cabinet respirator and 
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tail ragg-Paul pulsator. In our series the former proved to 
ting pelvighine only effective method of artificial respiration. We attribute 
sine failure of the Bragg-Paul pulsator to: (a) the limited area 
application, which prevents the machine from completely 
dominating the respiratory action; (b) the tenderness of the 
wiffected muscles, which induces spasm ; (c) inability of the 
machine, when it cannot dominate respiration, to adapt itself 
the constantly varying respiratory ‘rhythm ; (d) the faulty 


‘and in aujfprinciple of the pulsator, in that inspiration is not purely pas- 
k and thelsve ; (¢) the noise made by the bellows, which is such that the 
© carrvinsloatient tends to expire when he should inspire. Although 


© effect gfjthe Drinker respirator was of value, the constant use of the 
Per limbylapparatus required the continuous attention of skilled mechanics 
hs for theland’ an unfailing supply of electricity. Further, since cases 
lbow freg |with respiratory paralysis often had widespread muscle involve- 
hand-griyy ment the long-continued use of the ordinary type of cabinet 
ded from|respirator prohibited the treatment necessary for prevention 
springJof contractures of the upper limbs. 

Ment was} In view of the above facts and the difficulty of transporting 
ilience tgJartificial respirators it would seem advisable to centralize treat- 
Dn of thelment. It is our considered opinion that for a small outbreak 
, and thelit would be preferable to transfer patients in the initial stages, 
Upportingl if necessary by air, to a centre adequately supplied with respira- 
he gluteal ors and full physiotherapeutic facilities rather than to transport 
ne was afrespirators. 

down the Summary 

> counter} The clinical and pathological findings and the early treatment of 
a series of 57 adult cases of anterior poliomyelitis occurring among 
Service personnel during the Malta epidemic 1942-3 are described. 
almost} There were 11 deaths—a mortality rate of approximately 19%. 
Se popu-} In 2 cases no paralysis was noted. In 26 (45%) cases there was 
© among} no serious final disability. 

that the} In 14 (24%) cases the cranial nerves were involved; in 16 cases 
Or whichf there. was respiratory paralysis; and all the deaths resulted from 
t not thef respiratory paralysis, despite the use of a mechanical respirator of the 
are algof Drinker cabinet pattern; in 12 (21%) cases there was disturbance 
»pidemic,J the sphincters. 

Convalescent serum and sulphadiazine were used in a_ small 


contacts 
f a smajjj umber of cases without any apparent benefit. 
m ofthe} The onset of the paralysis was often delayed, and in a few 


instances was not apparent until the fifth week. 
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R.A.M.C.; Major I. MacPherson, R.A.M.C.; Major A. Charles, 
R.A.M.C.; Major E. Geal, R.A.M.C.; and Capt. W. S. A. Oakes, 
RA.M.C. Also Miss A. M. MacHardy, O.AIMNS< .), Miss K. 
Taylor, Q.A.I.M.N.S(R.), and Sgt. H. E. Fisher, R.A.M.C., for 
their nursing skill; Mrs. Bell, Massage Corps, for assistance with 
the massage; Prof. H. J. Seddon and Brig. MacAlpine for their 
interest and stimulating advice; Lieut.-Col. H. D. Tanner, RE., 
for his technical skill and assistance in constructing, under difficult 
circumstances, the respirator, swimming-pool, and splints; and 
Brig. W. K. Morrison, D.S.O., D.D.M.S., Malta, for permission to 
publish this paper. 
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THE ERYTHROCYTE SEDIMENTATION RATE 
IN INFECTIVE HEPATITIS* 


BY 
J. A. R. MILES, M.B., B.Ch. 


In Tecent years a number of references to the erythrocyte 
sedimentation rate in infective hepatitis have been published. 


in children in the second or third week after the onset of 
icterus. Penman (1943), reporting hepatitis in tuberculosis 
Patients in a sanatorium, stated that in about one-half of a 
series of patients the E.S.R. was markedly slowed when the 
Jaundice was at its worst, but had returned to approximately 
the pre-jaundice level by the next monthly examination. Any 
change for the better or worse could not be attributed to the 
tuberculous process. More recently Wood (1945) gave figures 
for a small series of cases in the Mediterranean area showing 
readings below 10 mm. (Wintrobe) in 85% in the first 10 days 
of the disease and later rising. 


* A report to the Medical Research Council. 


Ziegler (1941) found that a rise in the E.S.R. often occurred 


In the present investigation the E.S.R. has in 80 cases of 
infective hepatitis been followed throughout their stay in hos- 
pital, and observations on.a few other cases seen in the pre- 
icteric phase are reported. Wintrobe tubes were used and the 
mixed ammonium-potassium oxalate anticoagulant of Wintrobe 
and Landsberg (1935). Corrections were made for variations 
in the volume of packed erythrocytes, using the chart published 
by Whitby and Hynes (1938). 

In 40 of the 80 cases the E.S.R. was raised above 10 mm. at 
some stage of the disease, and it was noticed that in these 
cases the E.S.R. was low in the acute stage except in a few 
very mild cases, and then became raised as the patient recovered. 
Figs. 1 and 2 are graphs in which the bilirubin level and E.S.R. 
are shown throughout the course of the disease in two severe 
cases. No relation between the maximum height, of the E.S.R. 
and the clinical severity of the case could be found. 

Two Service cases were seen in the pre-icteric phase, and 
both these had raised sedimentation rates. One of them 
developed jaundice in hospital, and as his jaundice increased 
his E.S.R. fell, to rise again to a maximum of 29 mm. at the 
time when the serum bilirubin was about 1.5 mg. per 100 c.cm. 
(Fig. 3). Six further pre-icteric cases had sedimentation rates 
measured in the pre-icteric phase. In four of these the rate 
was raised. Two of this last group were tested again after 
they became jaundiced: one, who had become moderately 
jaundiced, showed a normal E.S.R. in the icteric phase; the 
other, with only conjunctival icterus, did not show any fall to 
a normal E.S.R. Of the six cases with an increased rate in 
the pre-icteric phase, two were raised above 30 mm. in one 
hour. In five cases the E.S.R. was raised at the time of admis- 
sion. In one of these the highest recorded bilirubin was 2.3 mg. 
per 100 c.cm. at the time of admission, and his sedimentation 
rate of 35 mm. on the same day was the highest recorded. 

Particulars of the case of Bdr. C., who was admitted in the 
pre-icteric phase, are shown in Fig. 3. His bilirubin never 
rose above 4.8 mg. per 100 c.cm., and his lowest recorded sedi- 
mentation rate was 12 mm. in one hour. The other three cases 
were also clinically mild, having 3, 5.75, anc 8.5 mg. per 
100 c.cm, as their highest bilirubin, and their E.S.R. continued 
to rise while the bilirubin was falling. 

The mean sedimentation rate of all readings at various bili- 
rubin levels has been estimated in those cases which had a 
raised E.S.R. at some stage in the disease, and the results are 
shown in Table I. It can be seen that in this series there is a 


Tasie 
Serum Bilirubin . Mean E.S.R. 

in mg./100 c.cm. Number of Readings (mm. in 1 hour) 
0 20 5-30 
8-1-10 18 8-39 
6-1-8 12 
4-1-6 18 10-56 
2-14 29 14-31 
34 18-94 


rise in the E.S.R. as the serum bilirubin falls. The coefficient 
of correlation is -0.57. The highest recorded E.S.R. in the 
cases. showing some rise, after correction for differences in 
haematocrit, varied between 11 and 42 mm. in one hour. 

The existence of a raised sedimentation rate at least as 
often in the pre-icteric as in the post-icteric phase in this series, 
and the very marked negative correlation between the serum 
bilirubin and the E.S.R., suggest strongly that the normal E.S.R. 
in the icteric phase is due to some factor inhibiting sedimenta- 
tion. On the other hand, the sedimentation rate is not so 
closely bound to the bilirubin figure as to suggest that the 
normal figure for the E.S.R. in the icteric phase is /entirely 
due to the raised bilirubin (see, for instance, Fig. 3). The 
following experiments were therefore carried out to discover 
whether the most obvious abnormalities in infective hepatitis 
—increased amounts of bile salts and bilirubin in the plasma— 
were capable of inhibiting the raised E.S.R. in patients with 
tuberculosis, rheumatic fever, and infective arthritis, or those 
convalescent from infective hepatitis. 


Methods 
Oxalated blood was taken, using a minimal amount of 
Wintrobe’s ammonium—potassium oxalate mixture, and cells 
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and plasma were separated as soon as possible. The cells were 
washed in normal saline three times in the initial experiments, 
and in all later experiments six times. A crude bile-salt 
preparation was dissolved in part of the plasma, and varying 
final concentrations of bile salts were obtained by mixing 
untreated plasma with the bile-salt solution in plasma in vary- 


due to the excess of bilirubin in the plasma the results tabulat 
in Table I strongly suggest that this amount should be sufficieny 
to cause very marked inhibition. 

The result given in Table III shows that added bilirubin hy 
no effect alone, and that if both bile salts and bilirubin 
added the resultant inhibition of E.S.R. is that which woul 
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ing proportions. Pure bilirubin was dissolved in N/20 Na,CO,, 


in 0.85% NaCl at 80° C., and brought back to pH 7.5 by the 


addition of N/1 H,SO,, so that the final concentration of bili- 


rubin was 60 mg. per 100 c.cm. Gordon and Wardley (1943) 
had brought evidence to show that the E.S.R. can bé related 
to the proportions of the various types of protein rather than 
their absolute amounts, and it was hoped that the electrolyte 
mixture would ‘have little effect on the E.S.R. When it was 
present in a dilution of 1:6 in plasma the effects were slight. 
but at 1:3 it had a marked inhibitory effect. Washed cells 
and treated or untreated plasma were mixed in equal volumes, 
and Wintrobe sedimentation tubes were set up after varying 
periods. Normally the fall in one hour was read, and the tubes 
were then spun to find the volume of packed cells and the 
results corrected for any variations. 


Experimental 

In preliminary experiments it was found that no inhibition 
of sedimentation occurred immediately after the addition of 
crude bile salts up to 20 mg. per 100 c.cm., but that if the 
mixture were left at +2° C. for 18 hours quantities down 
to 13.4 mg. per 100 c.cm. gave definite inhibition. 

In most non-malignant conditions the E.S.R. falls steadily 
when the blood is stored, and evidence has been put forward 
by Koster (1937) to show that this is due to diffusion of potas- 
sium ions from the erythrocytes into the plasma. Usually when 
the blood was stored overnight the E.S.R. had fallen too low 
for any useful observations to be made. Therefore in most 
experiments the E.S.R. was estimated after blood had been left 
at 2°C. for | to 4 hours. A typical result is shown in Table II. 


TaBLe II 
Corrected E.S.R. (mm. in 1 hour) 
After Storing 1 Hour | After Storing 4 Hours 

mm. mm. 
Untreated plasma .. 30 20 
+ 12:5 mg. bile salt 29-5 | 10 


It will be seen that when added bile salts were 25 mg. per 
100 c.cm. there was some definite inhibition after one hour. 
When the mixture was stored four hours the E.S.R. in all 
tubes was lower, but there was definite inhibition at 12.5 mg. 
per 100 c.cm., as against controls. In cases in which 6.25 mg. 
per 100 c.cm. of bile salt was added there was no imhibition. 
The percentage inhibition was related to the amount of bile salts 
added and the time given them to act, and was approximately 
the same for all types of case. It was not affected by the initial 
height of the E.S.R. 

Because of inhibition due to the solvent alone it was not 
found possible to try the effects of more than 10 mg. per 
100 c.cm. added bilirubin, but if E.S.R. inhibition were directly 


be expected had bile salts alone been added. The E.S.R. was 
estimated after the blood had been kept four hours in the cold 
in all the bilirubin experiments. 


Taste Ill 


Corrected E.S.R. 
(mm. in 1 hour) 


mm. 
Bilirubin 10 mg./100 c.cm. .. 13 
Bilirubin 10 mg./100 c.cm. + bile salt 20 mg./100 c.cm. 7 
Bile salt 20 mg./100 c.cm. + 0-1 c.cm. bilirubin solvent 5 
Untreated plasma + 0-1 c.cm. bilirubin solvent .. a 11 


Discussion 

Both Wood and Ziegler have reported a delayed rise in the 
E.S.R. in infective hepatitis, while Penman in his sanatorium 
outbreak reports a definite inhibition in the acute stage in one- 
half of a group of tuberculous patients. Wood does not state 
how many of his cases were in the pre-icteric phase, but it 
may safely be assumed that he found fewer cases with a raised 
E.S.R. in the pre-icteric phase than were found in this series. 

Ahlberg (1939) gives the E.S.R. in 36 cases of Weil’s disease, 
in most cases serial weekly figures. In this disease the ESR. 
is raised at all stages, but, as in infective hepatitis, the figures 
are highest in convalescence. In the first week, using the 
Westergren technique, he found a mean E.S.R. of 66 mm, 
which rose steadily to 118 mm. in the fifth week and thereafter 
slowly fell. In those cases in which figures are given for serum 
bilirubin there is the same sort of negative relation as in infec- 
tive hepatitis. Despite the occurrence of haemorrhages anaemia 
is said not to occur in Weil’s disease (Ryle, 1921), and itis 
quite possible that the relatively low E.S.R. in the acute phase 
is due to partial inhibition in the early stages, and may well 
be related to the icterus. 

In this series 6 of 8 pre-icteric cases showed a raised ESR, 
and in 40 of 80 cases followed throughout the disease there 
was a post-icteric rise, while, except in a few mild cases, the 
E.S.R. was within normal limits in the icteric phase. Further, 
there was a strong negative correlation between the E.S.R. and 
the serum bilirubin. 

The experiments shown above suggest that an inhibition of 
the E.S.R. in the icteric phase is more likely due to an increas 
in the bile salts than in the bilirubin itself, but no figures are 
available to show whether the amounts of bile salt needed t0 
cause inhibition in vitro are likely to be present in the average 
case of infective hepatitis. Further, one-half of the dose needed 
to cause inhibition in blood kept for one hour will cause inhibr 
tion after 4 hours’ storage, and it is possible that if overnight 
storage were practicable even smaller doses might be effective 

Koster (1937) quoted Bendien, Neuberg, and Snapper (1932) 
as stating that there is a mobile fraction of non-protein nitroget, 
consisting for the most part of polypeptides, which adheres 
the proteins when there is a high sedimentation rate and W 
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moves to the erythrocytes when there is a lagging or an arti- 
ficial decrease caused by oleate or cholic acid. No attempt has 
made to repeat this work, and it has not been possible to 
obtain access to the original paper; but the need for such a 
transference would explain the period of storage necessary for 
pile salts to cause inhibition in vitro when present in relatively 
small amounts. Koster does not state whether Bendien found 
immediate or delayed inhibition from pure cholic acid. 

No attempt has been made to exclude the possibility that 
the changes in the E.S.R. in infective hepatitis may be entirely 
due to alterations in the plasma proteins. It has, however, 
teen shown that the low sedimentation rate in the acute phase 
of those cases of infective hepatitis which show a raised E.S.R. 
in convalescence is closely related to the icterus, and evidence 
has been put forward suggesting the possibility that an excess 
of bile salts in the plasma may be responsible. 


S 

‘In one-half of a series of 80 cases of infective hepatitis the 
erythrocyte sedimentation rate was raised at some stage of the disease. 
In 6 of 8 cases seen in the pre-icteric phase the E.S.R. was raised 
above 10 mm. in one hour. 

It has been shown that in cases in which the E.S.R. is raised there 
is a strong negative correlation between the height of the E.S.R. 
and the serum bilirubin. 


Evidence has been produced to suggest that an increase in bile 
salts might cause an inhibition of the E.S.R. in the acute phase of 
the disease. 
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Necrosis of the liver during pregndncy or early in the puer- 
perium isnot uncommon. Sheehan (1940) described 14 cases in 
a series of 400 necropsies in Glasgow Maternity Hospital. 
Haemorrhages in association with liver damage are well recog- 
nized, but bilateral massive suprarenal haemorrhage is a rare 
condition in adults ; when it occurs it is most often associated 
with meningococcal septicaemia. Only two cases (Keele and 
Keele, 1942; Hall and Hemken, 1936) in which suprarenal 
haemorrhage was associated with pregnancy are recorded, and 
in both the condition was unilateral. A recent bilateral case is 
described below. 

Case Report 
A primigravida, 34 years old, 38 weeks pregnant, was admitted 
to hospital in labour on Nov. 24, 1944, at 1.45 a.m. She had 
attended a private doctor during her ante-natal period. The preg- 
nancy had been normal until Nov. 10, when the B.P. was 130/85, 
there was slight oedema of the ankles, and a trace of albumin was 
Present in a non-catheter specimen of urine. She was advised t 
test at home and to avoid meat and fish. . 
On Nov. 23 labour started at 7 p.m. and she was admitted to 
hospital as no beds were available at the nursing home where she 
had booked. On admission her general condition was good—B.P. 
136/86 mm. Hg, a trace of albumin in the urine, pulse 80; there 
was oedema of the legs up to the knees. Labour pro 
normally, and she was delivered spontaneously, at 7 p.m. on Nov. 24, 
of a 74-Ib. living male child. In the third stage of labour about 
14 oz. of blood was lost and the placenta was expressed from the 
vagina half an hour after delivery of the baby. The pulse rate at 
the end of labour was 100. The patient vomited once during the 
second stage of labour while using self-administered trichlorethylene, 
and once again about 1} hours after delivery of the placenta. 


haemorrhage. 


On Nov. 25 the B.P. was 110/66, and pulse 80. She complained 
of frontal headache, vomited several times throughout the day, and 
appeared tired and sleepy. On Nov. 26 she still appeared very 
lethargic; pulse 82. The sclerotics were slightly yellow. There was 
no complaint of abdominal pain, and no tenderness was elicited on 
palpation of the upper part of the abdomen. She vomited once this 
day—a small amount of brown fluid. She still complained of head- 
ache, which was severe enough to keep her awake. A tentative 
diagnosis of acute yellow atrophy was made. She was given 
1,000 c.cm. of 5% glucose-saline intravenously and 10 c.cm. of 10% 
calcium gluconate. On Nov. 27, at 10 a.m., the patient was still 
lethargic, but the jaundice had not deepened; pulse 82 a minute. 
There was some tenderness in the epigastrium but no rigidity. At 
11.30 a.m. she became comatose. Respiration was slow and deep. 
There was no response to stimulation. At 12.30 p.m. she had a 
slight shivering attack. Her condition improved and she responded 
to stimulation and answered questions. At 2.45 p.m. her condition 
had improved considerably. She was alert and asked for drinks 
and food. 

Blood investigations: Protein, 3.33% (albumin 1.76%, globulin 
1.47%, A.-G. ratio 1.2:1, fibrinogen 0.10%); urea nitrogen, 78 mg. 
per 100 c.cm.; N.P.N., 105 mg. per 100 c.cm.; uric acid, 15 mg. per 
100 c.cm.; van den Bergh—direct reaction, biphasic; indirect, 3.5 mg. 
per 100 c.cm.; cholesterol, 83 mg. per 100 c.cm.; R.B.C., 2,350,000; 
haemoglobin 43%; W.B.C. 26,900 (polymorphs 34%, lympho- 
cytes 65%). Swabs wete taken from nose, throat, and vagina for 
culture—all were negative. Examination of a catheter specimen 
of urine revealed a trace of albumin, some leucocytes, scanty 
hyaline casts, no crystals. A growth of enterococci was obtained on 
culture. 

In the evening of the 27th she appeared more alert than at any 
time since delivery, but now complained of pain in the epigastrium 
below the right costal region. There was some tenderness on pressure 
over this area. On Nov. 28 the jaundice had not increased, but the 
pulse had risen to 100. She was drowsy, and still complained of 
pain under the right costal margin. At 3.30 p.m. she suddenly 
became very breathless, then comatose; the pulse deteriorated and 
she died at 4.50 p.m. The temperature was normal during her stay 
in hospital. 

Post-mortem Findings.—The liver was normal in size; its surface 
was smooth. It was uniformly yellow and no lobular pattern could 
be seen. There were no haemorrhages. Microscopical examination 
revealed massive necrosis, involving the whole of many adjacent 
lobules; within these necrotic areas there were a few small clusters 
of surviving liver cells. The kidneys were normal in size; the 
capsules stripped off easily. The surface of the kidneys was smooth 
and pale in colour. Degenerative changes were present in the second 
convoluted tubules and in the loop of Henle. The suprarenals were 
enlarged to three or four times their normal size. They were deep 
purplish red in colour. On cutting into them blood spurted out. 
N° roscopical examination showed extravasation of blood in the 
parenchyma of the cortex and some small areas of focal necrosis 
with leucocytic infiltration. The capsule was not involved, and for 
the most part the outer zone of the cortex was normal. Examina- 
tion of the remainder of the body revealed nothing abnormal. There 
was no evidence of sepsis. 

Discussion 


The course of events in the above case can be presumed to 
have been liver necrosis first, followed later by suprarenal 
Haemorrhages are of common occurrence in 
association with liver damage. 
occurrence of massive haemorrhage into both suprarenal glands. 
The haemorrhage probably occurred on Nov. 26, when the 
patient complained of pain in the epigastrium, and accounts for 
the coma on the 27th. The tendency to haemorrhage in liver 
necrosis may be associated with low fibrinogen content of the 
blood. 

The liver lesion did not resemble that occurring in obstetric 
acute yellow atrophy as described by Sheehan. He records “a 
gross fatty change affecting the entire lobule except a sharply 
defined rim of normal cells around the portal tracts. The 
affected cells are bloated by a fine foam of small fatty vacuoles 
throughout the cyptoplasm, the nuclei are normal, and there is 
an entire absence of necrobiotic change.” Stander and Cadden 
(1934) believe that the fatty degeneration precedes actual 
necrosis. Glynn and Himsworth (1944) in their report of 
experimental work on the production of liver necrosis and 
fibrosis state that by killing the animals at the appropriate time 
specimens showing acute yellow atrophy, subacute atrophy, 
necrosis, and fibrosis can be obtained. The liver lesion in this 
case resembled the liver lesion of chloroform poisoning 
described by Sheehan and of massive necrosis due to dietary 
deficiency described by Glynn and Himsworth. 


An unusual feature was the 
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From a clinical aspect three contributory factors were 
present: (1) the toxaemia, (2) the low-protein diet, and (3) the 
use of trichlorethylene. 

The toxaemia was slight and could not account for the severe 


damage found in the liver cells. It may have been the initial | 


lesion. 

Low-protein Diet.—The patient was advised to avoid meat 
and fish for about two weeks before she was admitted to 
hospital. As she was not under observation during this period 
the actual diet is not known. Experimentally, Glynn and 
Himsworth have produced massive necrosis of the liver by 
feeding rats on a diet deficient in proteins. It is also worth 
while noting that before the war of 1914-18 massive necrosis of 
the liver was a rarity in Central Europe (Striimpell, 1921), while 
during that war and for some years afterwards its incidence 
increased owing, it was believed, to the general malnutrition. It 
was commoner among women than men, largely because of the 
number of cases occurring in pregnancy. The prote:n require- 
ments of pregnant women are higher than those of the non- 
pregnant, particularly because of the needs of the foetus in the 
later weeks of pregnancy. Digestive disturbance, poor appetite, 
and sometimes faulty absorption all contribute to the deve!op- 
ment of deficiency and liver destruction. 

Against these two aetiological factors many thousands of 
women with a greater degree of toxaemia have been treated 
with a more restricted diet for a longer period without such a 
catastrophe as occurred in this case happening. 

With regard to trichlorethylene, the patient had a small 
quantity of this chlorinated hydrocarbon in the second stage of 
labour. A Freedman inhaler’was used. The amount was not 
enough to produce unconsciousness. The quantity was not 
estimated exactly, but it was certainly less than half a drachm. 
The drug is not very volatile, but it is unlikely that an overdose 
could have been obtained during inhalation through air. 
Trichlorethylene has been administered by the closed method to 
many thousands of cases, and liver damage is not mentioned in 
these reports (Carden, 1944; Gordon and Shackleton, 1943 ; 
Haworth and Duff, 1943 ; Hewer, 1943 ; Hunter, 1944). It has 
been administered through air to a large number of women in 
labour and, so far, no case of liver damage has been reported 
(Freedman, 1943 ; Calvert, 1944). Trichlorethylene is known to 
produce liver damage much more rarely than chloroform. 
Liver damage due to trichlorethylene in humans has been 
reported by Willcox (1931), Roholm (1933), and Vallée and 
Leclercq (1935), and in animals by Herzberg (1934), Meyer 
(1929), and Castellino (1932). 
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At a General Court of the Governors of St. Thomas's Hospital 
held in London on May 23 an interim report on the reconstruction 
of the hospital was submitted. St. Thomas’s received direct hits on 
different dates by twelve high-explosive bombs, including one flying 
bomb, and by a number of incendiaries. The chairman of the 
reconstruction panel, Mr. H. Winterbotham, said that the interim 
scheme was designed to cover the period between the end of the 
war in Europe and the final reconstruction of St. Thomas’s. It 
contemplated the provision of 550 beds in London for in-patients, 
with facilities for an out-patient department comparable to the pre- 
war accommodation. Service on this basis was thought to be the 
minimum needed to maintain the educational standard and the 
standard of treatment at a proper level. Major Patrick Kinnaird, 
one of the joint treasurers of the hospital, said that the aim was to 
have ultimately 1,000 beds compared with the previous maximum of 
630. The Lord Mayor of London, who was present at the meeting, 
emphasized the need to make widely known the prospective deficit 
of between £30,000 and £40,000, which would have to be made good. 
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AND 

IAN WANG, M.B., Ch.B. In tl 
(Emergency Medical Service, Scotland) days le 
The following case of mumps with meningo-encephalitis <7 
orchitis, which presents some unusual findings, is considers ce 
worthy of record. Meningo-encephalitis occurs occasionalj 
as a sequel of mumps, and cases have been described in which ~~ : 
meningo-encephalitis either preceded or was the only manifes. - in 
tation of mumps (Howard, 1919; Bedingfield, 1927), 
(1945) described a case in which meningitis, orchitis, and ary F < ¢ 
ralgia occurred’ without parotitis. Harris and Bethell (193g — ca! 
report one case with meningitis and orchitis but no parotitis 90 to 1 
They stress the fact that parotitis is only a common complit per c.1 
cation of mumps and not an essential feature of the dises 1930) 
Frankland (1941) describes an epidemic of mumps amor in the 
- soldiers in which meningitis was observed without parotitis count 
orchitis. author 
Case Report by Ro 
A soldier aged 26 was admitted to the medical unit of an E. oedem: 
hospital on March 25, 1944. His illness began on March 23 wit The 

a sharp pain in the right lower abdomen, accompanied by pain ; 
the right testicle and slight frontal headache. The abdominal pag CUT 
was severe enough to keep him awake all night, and by the The pe 


morning it had increased further in intensity. At this time his heady by a f 
ache was also worse and he complained of giddiness and drowsiness 
These symptoms persisted throughout the day, and nausea 
mental confusion also appeared. The temperature during the f 
two days of his illness varied between 103 and 105,2° F, 
pulse rate varied between 82 and 90. The personal and f 
histories were not relevant. 


Examination revealed a well-built man who was flushed Recs 
mentally confused. Photophobia was present. All tendon it was 
superficial reflexes were exaggerated. The plantar reflexes were a 
tensor. There was a moderate degree of neck rigidity, and Kemigi 
sign was positive. Ophthalmoscopic examination revealed a moderat A ca 
degree of bilateral papilloedema. No other abnormalities wee} #4 me 
observed in the central nervous system. There was slight tendemeg The 
in the right lower quadrant of the abdomen and a mild right-sideig raised 
orchitis was present. There was no lymphadenopathy or splenog otherwi 
megaly. Clinical examination of the heart and lungs was negati Papil 
and radiographs of chest and skull revealed no abnormalities. BP§ any im 
115/65. We 2 

Laboratory Investigations.—The urine contained a trace of Dr. J. 
but no sugar. Microscopical examination was negative and culturg this rey 
was sterile. The C.S.F. was clear and contained 9 lymphocytes pz ‘ 
c.mm. No excess of globulin was present and the Kahn ie “ex 
‘was negative. Protein, 20 mg. per 100 c.cm.; sugar, 90 Mg. BE Pranklar 
100 c.cm.; chlorides, 729 mg. per 100 c.cm. Culture was si¢ is, 
Culture and animal inoculation for M. tuberculosis gave negalin se 
results. Blood culture sterile. Widal reaction, negative. Bl pojiestc 
Wassermann, Kahn, and gonococcal complement-fixation tests &§ Synge, \ 


negative. B.S.R. (Westergren) 20 mm. in first hour. Blood 
showed : 


RBC. | Hb | W.B.C. Neutrophils | Lymphs. | Monos. | Basophil 


25/3/44 15,000 84%, 11% 5% 
26/3/44 | 6-25 m. | 100%! 10,400 78° 14° 
3/4/44 100% | 8,600 53%, 3% 


Progress.—By March 26 the orchitis was more severe, and in W 
of this and the clinical evidence of meningo-encephalitis, the pate 
was questioned more closely as to any recent parotid swelling. 4 
then recalled that he had observed slight swelling of the left 
of the face and pain on opening his mouth wide three days De 
the onset of orchitis. The facial swelling and pain had disappear 
within 24 hours. Although his orchitis had become more 
neck rigidity and Kernig’s sign were no longer present; he stomac 
mentally riuch clearer, and headache and photophobia Wee In the 
pronounced. The plantar responses were still extensor, and MPS term f 
evening of March 26 he developed quick involuntary twitching to be 
the facial muscles. The next day there was great improvemmg pain. 
temperature was normal, and headache and photophobia 
appeared completely. The plantar reflexes were flexor and which 
papilloedema was clearing. Thereafter he made an unintem 
recovery, and by April 5 there was no evidence of orchitis and! slipped 
papilloedema had gone. A further lumbar puncture was dont H were ty 


i 
a 
Hunter, A. R. (1944). Lancet, 1,+308. 
a, ° * Keele, D. V., and Keele, K. D. (1942). British Medical Journal, 2, 687. 
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March 28. The C.S.F. was then clear and the cell count 3 lympho- 
c.mm.; protein, 20 mg. per 100 c.cm. 
from the usual nursing measures, the only treatment was a 
course of sulphadiazine starting on March 24 and finishing on March 
21, a total of 21 g: being given. .. 


Commentary 
In this case an almost latent parotitis was followed three 
days later by a fairly severe orchitis, 36 hours after which 
meningo-encephalitis manifested itself. The unusual features 


halitis were the low C.S.F. cell count, the rather high sugar, and the 
Considere presence of papilloedema. The mental confusion, drowsiness, 
ccasionall™ twitching of the facial muscles, and the C.S.F. findings indi- 
d in which cated am encephalitis. The clinical evidence of cerebral and 
ly manify. meningeal involvement would suggest much more extensive 
27). CA changes in the C.S.F. than were actually found. The cell 
and arth} count was only slightly raised and the protein was normal. In 
hell (1938 the case described by Coe (1945) the cell count varied from 


> Parotitis} 99 to 100 per c.mm. Harris and Bethell (1938) found 740 cells 


> compli} ner c.mm. in the C.S.F. of the case they reported. Synge 
he disease} (1930) describes a case with a C.S.F. cell count of 300 per c.mm. 
PS among in the five cases reported by Frankland (1941) the C.S.F. cell 
arotitis of count varied from 230 to 1,078 per c.mm. None of these 


authors noted papilloedema in their cases, nor was it mentioned 
by Rolleston (1932). Price (1942), however, states that papill- 
an EMS oedema and even optic atrophy occur as a sequel. 

ch 23 will The high initial pyrexia and relative bradycardia found in 


mA... 4 our case conform to previous case reports in the literature. 
y the new The parotitis was very mild, and its presence was revealed only 
e his head by a further close questioning of the patient when it appeared 
drowsines# to us that mumps alone could explain the presence of a coinci- 
ausea an@ dent meningo-encephalitis and orchitis. There was no history 
ug the fil of any contact with another case of mumps. There was a 
2° F. high initial polymorphonucleosis, but as the orchitis subsided 
mt an absolute lymphocytosis developed, as is usual in mumps. 
ushed Recovery was complete and rapid. We do not consider that 
»ndon it was influenced to any extent by the use of sulphadiazine. 

were 

a moder A case of mumps with a mild parotitis and a fairly severe orchitis 
lities and meningo-encephalitis is described. 

tener The case is unusual in that the C.S.F. cell count was only slightly 
right-side taised and, apart from slight increase in sugar, the C.S.F. was 
or splenog Otherwise chemically normal. 

S negati Papilloedema was a feature of the case, but was not followed by 
ities. BP§ any impairment of vision. 


We are indebted to the Department of Health for Scotland and to 
>. J. A. Jenkins, medical superintendent, for permission to publish 
this report. 
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Medical Memoranda 


Bilateral Ovarian Dermoid associated with a 
High Degree of Fertility 
The case here recorded is of interest in that torsion of the 


pedicle of a cyst ee pe the pelvis is rare, but the main 
om is the high degree of fertility and absence of obstetrical 
ps. 


Mrs. A., aged 40, was admitted to hospital on March 1, 1943, 
complaining of abdominal pain and vomiting. Her menstrual cycle © 
was 28/4, and had always been normal until six weeks before admis- 
sion, when she had intermenstrual bleeding and “cramps in the 
stomach.” On admission the temperature was 99° and the pulse 88. 
In the right lower abdomen there was a tumour the size of a full- 
term foetal head which was movable and cystic and did not seem 
tobe tender, although pressure in a downward direction caused 
pain. Per vaginam there was a blood-stained discharge; the cervix 
was badly lacerated and had been pushed forward behind the 
symphysis by a tense and tender tumour in the ch of Douglas 
which had no demonstrable connexion with the abdominal tumour. 
,Durins examination under anaesthesia the tumour in the pelvis 
sipped up into the abdomen, when it became apparent that there 
Were two separate ovarian cysts (see Fig.) and a bulky uterus; on 


opening the abdomen the pedicle of the cyst on the left, which was 
the smaller, was found to have rotated through two cycles and the 
walls were very congested. In view of the history of vaginal 
wiser 


rrhage and the condition of the cervix, it was eonsidered 


to — wg the uterus along with the cysts. Convalescence was 
normal. 

On being opened both cysts were found to contain a ne omens 
of hair. icroscopical section of the tumours showed them both 
to be combined dermoid and pseudo-mucinous cystadenomata. 

The patierft's obstetrical history was as follows: Married at 22. 
Her first pranneney ended in an abortion at three months, since 
when she had had 12 full-term normal deliveries. Each confinement 
took place at home under the care of a midwife. Her last- baby 
ay born 18 months before admission, and she had been a widow 
or a year. 


It is generally accepted that ovarian tumours of this type are 
of slow growth, and in this case both ovaries must have been 
the site of these tumours during several of her later pregnancies. 


T. G. Ropinson, M.R.C.O.G., 


Medical Superintendent and Obstetric Surgeon, 
Shicids General Hospital. 


Cutaneous Anthrax treated with Penicillin 


The following case of cutaneous anthrax successfully treated 
with penicillin may be considered worth recording. 


Cpl. A. was admitted on Jan. 12, 1945, complaining of a small 
blister on the upper half of the left side of his neck which he had 
noticed for the past 48 hours. He had been a and off his 
food all day and had had a rigor, but no headaches, sweating, or 
constipation. His general condition was good; T. 102.4°, P. 96. 
The small vesicle on his neck was surrounded by an area of indura- 
tion, and the adjacent glands at the angle of the jaw- were enlarged 
and tender. Palpation of the abdomen revealed nothing abnormal. 

Within 12 hours a circle of vesicles appeared, surrounding a small 
black centre (see Fig.). Fluid from a vesicle proved shat the lar 
Gram-positive organisms of anthrax bacilli were present. No Sclavo’s 
serum was available, so a 5-day course of penicillin was given— 
15,000 units intramuscularly every 3 hours; a total of 600, units. 
Also 0.6 g. of N.A.B. was injected intravenously, as the clinical 
efficacy of penicillin in anthrax infection was unknown to us. The 

ustule was cauterized with pure carbolic acid. The temperature 
me normal after 24 hours’ treatment, and remained so. The 
black centre became enlarged, and marked adenitis persisted for a 
The patient was discharged 16 days after the onset of his 


illness, and when seen on Feb. 4 the black scab had nearly separated 
off and the adenitis had completely subsided. The only possible 
source of infection was a new woollen scarf which had been obtained 
from “ Comforts” three days previously. 


A. M. ABRAHAMS, M.B., Ch.B., 
Squad. Ldr., R.A.P. 
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Reviews 


YEARBOOK OF SURGERY 

The 1944 Yearbook of General Surgery. Edited by Evarts A. Graham, M.D. 

(Pp. 736; illustrated. 18s. 6d.) Chicago: The Year Book Publishers, Inc. 
The American Practical Medicine Year Books, which started 
publication in 1900, serve the same purpose as our Medical 
Annual in that they summarize the more important articles in 
the medical literature of the year. Whereas the English volume, 
however, embraces the whole range of medicine, there are no 
fewer than twelve American books, one for each branch of the 
subject. The one under review is the 1944 Yearbook of 
General Surgery, which we learn from H. K. Lewis and Co. is 
already out of print. 

The usefulness of such a volume depends entirely upon the 
success with which the editor chooses, from an immense annual 
output of articles, which to include and which to omit; it must 
be allowed that Prof. Evarts A. Graham has done his work well. 
The book runs to over 700 pages and so summarizes a very 
large number of articles, far too many for even brief mention 
in a review; they cover the whole of general surgery. We 
were interested to find that 16 pages were required to summarize 
the articles upon pilo-nidal cysts, and equally to notice that this 
condition has now been dubbed “ jeep disease.” As would be 
expected, the great majority of the papers summarized are from 
American surgical literature, but we note a few, such as one on 
the crush syndrome, from British journals. A short judicial 
note by the editor at the end of some of the summaries helps 
to place certain unorthodox procedures in a correct perspective. 

As in this country, the production of the book is controlled 
by a War Production Board, so that, whereas the greater part 
is printed on semi-art paper, those sections which contain only 
line drawings are on a non-glossy. surface. This gives the book 
an uneven appearance,. which is, however, necessary in the 
interests of war economy. 


HANDBOOK ON PULMONARY TUBERCULOSIS 


Pu:monary Tuberculosis. A Handbook for Students and Practitioners. By 
R. Y. Keers, M.D., F.R.F.P.S., and B. G. Ri . M.R.C.S., L.R.C.P. 
With fo.eword by F. H. Young, M.D., F.R.C.P. (Pp. 273; profusely 
ae. 17s. 6d., plus 7d. postage.). Edinburgh: E. and S. Livingstone. 


This small book is intended to provide the student and prac- 
titioner with a concise and up-to-date account of pulmonary 
tuberculosis, and achieves its object very well. It is neatly 
arranged and leads the reader methodically and easily through 
the subject, avoiding unnecessary detail and emphasizing impor- 
tant points. Though the book contains no original matter, the 
authors have taken pains to include all recent advances which 
are of proved value; and many physicians who think they 
“ know their tuberculosis ”’ will find new and interesting know- 
ledge in these very readable pages. Courage and common sense 
are evident throughout the book, and the authors are not afraid 
to be dogmatic when the results of experience justify confidence. 
Few chest clinicians will fail to applaud the decision to give 
higher priority to the x rays than to the physical signs in the 
diagnosis of phthisis, and the radiological section, with its 
wealth of excellent illustrations, is particularly valuable. The 
chapters on treatment are full and accurate, and they are 
marked by that sympathetic sense of proportion which every- 
one who has to treat this trying disease should strive to acquire. 
This modest and well-produced book will fill a real gap in the 
literature of tuberculosis and will help many to acquire a sound 
knowledge of the subject. 


NEURO-OPHTHALMOLOGY 


Few clinical branches of medicine are as precise as ophthal- 
mology and neurology. One would therefore expect a book 
on the neurological aspects of ophthalmology to be clear in 
its details and general scope. Unfortunately English literature 
has produced no such book, though there are several excellent 
treatises on the subject in German and in French. Dr. D. J. 
Lyle’s Neuro-Ophthalmology (Baillitre, Tindall and Cox ; 58s.) 
is a brave attempt, but hardly fills the obvious gap. Its out- 
standing features are its anatomical descriptions and the great 
number of post-mortem studies. Most of its nineteen chapters 
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begin with a detailed anatomical description, but the clinica 
sections hardly maintain the high level set in the openin part, 
Some of the clinical conditions are reduced to little more tha 
a meaningless mass of names, while others are dealt with 4 
cursively and too much in the manner of a clinical ject, r 
The book is beautifully produced and contains a mag af BRL 
incidental information. 


Notes on Books 


The “ Careers Books,” published by Robert Ross and Co. Ltd. a 
include a small volume entitled Medicine, by Dr. George Lown: — 
This, in the course of 64 closely printed pages, goes over much gf —~ 
the ground covered before the war in our annual Educationg| 
Number. It gives a great deal of detailed information com 
arranged, and some advice on how to prepare for a medical carey 
and how to choose a career after qualification, with notes on Pos-I From t 
graduate study and medical research and on higher diplomas, ete, 4 
Particulars of each of the universities and schools of medicine ia 1942 M 
Great Britain and Ireland are summarized in appendices. Ip his} ment; s 
preface Dr. Luntz is particular to point out that in this booklet th a 
medical profession has been taken as it is, and no predictions gj of Our 
the form it will assume have been attempted. The distributors ar 1942, ju 
Rolls House Publishing Co. Ltd., 2, Breams Buildings, EC4, ar Pres 
the price is 2s. 6d. ’ joined | 
The second edition of Aids to Fevers for Nurses, by Miss Joyo is a hai 
M. Watson (Baillitre, Tindall and Cox; 4s.), the sister tutor of th it h 
Park Fever Hospital, L.C.C., contains an excellent account of { for it 
subject, which should be in the hands of every nurse. , paedic | 


The official Medical Register for 1945 has been published om pages a 
behalf of the General Medical Council by Constable and (Cg | 
(Orange Street, W.C.2) at 2ls., post free 22s. The table printed ig 204 Br 
the introductory section shows that 2,971 names were added las# results 
year. New registrations numbered 1,196 in England, 619 in Scotland 
307 in Ireland 320 on the Colonial Register, and 529 on the Foreig knowle 
Register. The total number of names on the Register at the end offand da 
last year was 73,646, being 1,764 more than on Dec. 31, 1943. 


total number at the end of 1934 was 57,496. the Ma 
justifiec 
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MEPACRINE PACKED FOR THE TROPICS pyrexia 


One of the minor problems which the Army Medical Servics§ appears 
have to face in the Tropics is how to give the soldier tablets of period” 
mepacrine, of which he is to take one daily if malaria is toh . 

suppressed. Daily distribution to thousands of men entail has bec 


great waste of time; yet, if a week’s supply is given out al allowin 
‘once, the soldier puts the tablets in a pocket where they becom ; 
dirty or crushed or lost. Imperial Chemical Industries, Lid} subject 
the bac 
tability 
other 
tation 
other r 
ding th 
remark 
betwee: 
tion 
the pat 
with of 
ing a h 
of the 
the pr 
adopte 
it sh 
have provided a strip of polythene containing seven tablets # depts 
separate compartments which are air-tight and water-tight tion by 
is an important contribution to the solution of the p was lo 
which is likely to be appreciated both by the medical be 
and the individual soldier. With this packing, which cat BB to the. 
rolled up into a small space, the week’s supply of payee ing to 
can be kept unsoiled. The machinery for putting the & 


into the sealed compartments of polythene is provided OE accour 
Genatosan, Ltd. 
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Doe - From the time of Italy’s declaration of war until late in 
nedicing jg} 1942 Malta was subjected to a remorseless aerial bombard- 
S. In bi} ment; sustained with a courage that has now become part 
fictions gf of our history. It was a cruel blow that in November, 
“ry # 1942, just at the turn of the tide, the virus of poliomyelitis 
"’ | joined in the attack and produced 483 victims. But there 
Aiss Joyo is a happier side to the story, told in this week's Journal, 
~ ¢ 44 for it has resulted in the setting up of a permanent ortho- 
paedic service in the island, and the accounts given in these 

— om pages and elsewhere by the band of practitioners, Maltese 
printed “Band British, who directed combined operations against the 
idded las# results of the epidemic have added many useful bits of 
e re sinh Knowledge to the already vast literature on this ba fing 
he end off and dangerous malady. .The first striking novelty about 
I the Malta outbreak was that infantile paralysis once again 
justified its name, for of the 426 civilian cases almost all 

were in children under the age of 5 years and a substantial 

| number under the age of | year. After a period of general 
disturbance lasting for not more than four days, with 

Cs pyrexia in the majority, the characteristic paralysis 
Services appeared. But there were features of this prodromal 
ablets Af period’ which differ from the picture of the disease which 
n entaikf has become accepted in recent years. Pain, for example— 
gto allowing for the difficulty of determining this in such young 
es, Lid, subjects—was not an outstanding feature. Stiffness of 
the back was remarkably infrequent. Delirium and irri- 
tability were noted in a comparatively small number. In 
other words, the usually accepted signs of a stage of irri- 
tation of the spinal meninges were not so prominent as in 
other recent outbreaks. Indeed, the eaily symptoms, inclu- 
ding those in the alimentary and respiratory systems, were 
remarkably diverse and there was no obvious relation 
between the mode of onset of the disease and the distribu- 
tion of the subsequent paralysis. Nearly four-fifths of 
the patients developed this, either alone or in associaticn 
with other groups of muscles, in the lower limbs, suggest- 
ing a high rate of involvement of the lumbo-sacral region 
of the cord. An unusual feature in the civilian cases was 
the presence of facial paralysis in 11%. The treatment 
adopted is outlined in the two contributions in this issue : 
blets i it shows once again the remarkable powers of improvisa- 
t Thi tion by the Services when the need arises. The death rate 
offeeng ¥8S low among civilians—only 3.5% directly attributed 
= » the disease—but higher in the 57 Service cases, amount- 
to nearly one-fifth. As usual, respiratory paralysis 
led EB accounted for nearly all the deaths, and the record of the 


Service cases contains some valuable comments on the 
treatment of this serious complication. The complete 
recovery of 152 and partial recovery of 85 out of the total 
426 civilian cases. gives some idea of the severity of the 
outbreak. 

Important as these clinical records are, it is the epidemio- 
logical side of the story which will, perhaps, have the 
greater interest. In view of the state of affairs in Malta 
when the outbreak occurred it is greatly to the credit of 
Prof. H. J. Seddon and his colleagues that they are able 
to marshal the facts and present the arguments in such 
a convincing manner, Their article' comes at a time when 
the new water-borne theory for the spread of the polio- 
myelitis virus has been gaining wide acceptance, and the 
Malta outbreak presents great difficulties for the uphoiders 
of this theory. Briefly, the facts can be summarized as 
follows: After a period of relative immunity—with only 
61 cases recorded between 1921 and 1941 and none in 
1942 up to the outbreak—the disease appeared first in a 
civilian in Malta on Nov. 15 and in a Service patient on 
Nov. 27. Thereafter the epidemic continued until the 
beginning of March, save for a few late sporadic cases. 
Altogether 426 civilian cases were recorded and 57 in the 
Services. What makes this epidemic of especial interest, 
however, is that 42 of the civilian cases occurred in the 
small neighbouring island of Gozo. All of these patients 
(except one—a refugee) were inhabitants of Gozo; the 
first case occurred on Nov. 21, half-way between the first 
civilian and the first Service case in Malta ; and the distri- 
bution of the cases on Gozo failed to conform to a pattern 
whereby the early cases were in the towns nearest to the 
main island. In fact, to put the crucial position of Gozo 
in its full colours, apart from human carriers the only pos- 
sible common factor that might be of significance was dried 
milk, distributed on both islands. But the dried-mi!k hypo- 


thesis is dismissed as fantastic, for it would involve assu- 


ming that certain batches of milk from well-known firms 
had become contaminated and that these batches had 
happened to reach almost every part of Malta and Gozo. 
Moreover, consumption of dried milk had begun well 
before the epidemic started, and continued for tong after 
it was over. 

With these facts about Gozo in mind, the remaining 
hypotheses examined by Seddon and his colleagues can 
be briefly dismissed. Excremental spread has attracted 
much attention in the last few years in association with 
the water-borne theory. The sanitary conditions of Malta 
were in a serious state owing to the bombardment. More- 
over, with a threat of famine, the Government had reluct- 
antly given permission for the use of sewage for farming 
purposes. (No such measures were sanctioned on Gozo, 
although excrement had long been used for manure there 
despite the vigilance of sanitary inspectors.) But, whereas 
the civilian population of Malta might have been infected 
through contaminated vegetables, it is pointed out ‘that 
the kitchen technique of the Army and Royal Air Force 

\ Quart. J. Med., 1945, 14, 1. res 
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would almost certainly have “closed this possible source 
of the virus.” The position of milk has already been 
examined. Water supplies were not unnaturally compli- 
cated, and, indeed, from the distribution of the cases occur- 
ring in the first two weeks of the outbreak it would be 
necessary to postulate the simultaneous contamination of 
at least four and at most six separate supplies in Malta, 
to say nothing of the separate supply on Gozo. The case 
for flies as vectors of the virus is not strong. The rate of 
development of the disease was too rapid; it was at its 
height at a period when flies were less numerous than 
at any other time of the year, and, as already mentioned, 
if infected flies flew to Gozo it is strange that the first 
cases did not appear in the towns nearest to Malta. It is 
concluded that the epidemic was mainly spread by naso- 
pharyngeal droplets and what are termed “ droplet nuclei.” 
The age distribution of the civilian and Service cases 
suggests that the causal strain of virus must have differed 
only slightly from the usual endemic Maltese strain, for 
its successful attacks were confined to the more susceptible 
civilian age groups. On the other hand, the high incidence 
and severity. of the disease in the Service cases suggest 
that the strain differed much from that usually endemic 
in the British Isles. There had been an influx of some 200 
airmen in October and November, 1942, and it is con- 
ceivable that there were some carriers among them ; but 
the civilian outbreak started nearly two weeks before the 
first cases in the Services; it was three weeks before an 
airman succumbed, and the civilian outbreak did not occur 
in places where there were large concentrations of Royal 
Air Force personnel. There is thus no real evidence that 
the infection came from without. Indeed, with the Gozo 
outbreak to be accounted for, the presence of an indigenous 
carrier or carriers is strong, and the predisposing factors 
of overcrowding, physical and nervous fatigue, and an 
inadequate dietary were all present to help in the spread 
of what appears to have been essentially an epidemic of 


infection of the respiratory type. 


Howe, Bodian, and Wenner? have recently extended their 
observations on the presence of the poliomyelitis virus in 
the human oropharynx, recovering it from swabs in 43% 
of a series of 23 cases during the first three days of illness 
but never after the third day. These workers do not dis- 
cuss the presence of the virus during the prodromal period, 
but other investigators suggest a total period of maximal 
infectivity of about a week, distributed more or less equally 
before and after the onset of paralysis. Thus, however the 
first cases occurred, subsequent spread by droplets, analo- 
gous with the spread of cerebrospinal fever, seems the most 
likely explanation of the Malta epidemic. This almost old- 
fashioned view of spread, and the high incidence of truly 
infantile cases with a striking absence of the “ spine sign ” 
in the prodromal period, are the outstanding features of 
a tragic outbreak and take the picture of the disease back 
almost a generation. Because of this fascinating reversion 
alone the Malta cases will be studied with great interest. 
For the courage and enthusiasm with which the epidemic 
was fought by all concerned, from the Governor, Lord 
Gort, downwards, it adds yet another distinction to the 
‘ecords of this remarkable island. 


DISABILITY AFTER CLOSED HEAD INJUR 
When a man has had a closed head injury he is mogi ect and 
likely to find himself handicapped through defects in pil by ordit 
memory, intellectual capacity, and ability to concentragl activities 
or through personality changes such as moodiness ay& honestly 
irritability, than by discrete disturbances of bodily fpf reality. 
tion. The injuries which result in cranial nerve dz i 
or in local destruction of brain tissue with conseques 
motor or sensory defect are usually the more severe, offj 
are associated with a fracture of the skull or some othe 
complication. In wartime we have come to regard the 
complicated injuries as the rule, for gunshot wouns 
penetrating the brain have produced all manner of & 
abilities which are not commonly seen in the simple clogg}syndron 
head injuries of peacetime. Denny-Brown' has recently anxiety 
emphasized the difference in the prognosis of head injuriegof Medi 
in peace and war by describing a study of the symptom 
which persisted in a large group of civilian patients in th 
Boston City Hospital who had suffered accidental he 
injuries. Out of 430 consecutive admissions he selecte 
200 patients between 15 and 54 years of age who had beg 
normal citizens before the accident. Most of these patien 
had had mild head injuries, but they represented a samp 
of the usual run of head injuries admitted to hospital j 
peacetime. Symptoms persisted for more than six monthgsy™Pton 
after injury in over half the cases, although there wengextreme: 
only 27 of the 200 patients with a post-traumatic amnesi _—— 
of longer than 12 hours. The most frequent symptomg9JUrY bs 
were headaches, dizziness, and disturbances of feelin pensatio 
or behaviour grouped- together as “ psychiatric.” Otheg!t s equ 
physical, symptoms were present in only 8%. In spitec ated wit 
these symptoms 80% who were not otherwise preventeif! cases 
from returning to full employment did so within tw Pesonal 
months of leaving hospital. The mental symptomsrrelate the stres 
to anxiety caused the greatest delay in returning to wort} this v 
Analysing the factors which may have been responsible fe small he 
the persistence of these mental symptoms, Denny-Bro intellect 
found that the severity of the injury and the environment] * '°°8 
factors, such as occupational or home worries or concen St Pe 
for compensation, were mainly to blame. He consider be dem 
intellectual disorder and personality change as relativeyg tents 
unimportant, and concluded that the environment in whit did befo 
convalescence took place was even more significant tha does not 
a the psyc 

the severity of the injury. Th : 
These conclusions are of importance, for they affect tg *"* POS 


whole approach to the prognosis and management in cass - < 
of head injury. Whether personality change or intellectul Tag 


defect is recognized by examination after injury may Wa 
depend upon the delicacy of the methods employed. Te 
best method is, of course, to expose the subject to stress amig> 
to observe his response. The labourer may show no init 
lectual impairment to testing or at his work, but the prokeg. *. 


different 


sional man, normal to testing, will later describe evident ee 
of intellectual defect which he had recognized in his wot “A 


at a level of thought never attained by the labourer. 
with personality testing. An intelligent observer who Kt 
the patient intimately before the accident will desert 
changes in personality in response to stress which 
have been a direct result of the injury, but which were ® 


7 Johns Hopk. Hosp. Bull., 1945, 76, 19. 


1 J. Amer. med. Ass., 1945, 127, 429. 
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DISABILITY AFTER CLOSED HEAD INJURY 


in the quiet of a hospital. Disturbances of intel- 
iect and of personality of this kind cannot be demonstrated 
by ordinary methods of testing, but the rare patient whose 
gtivities are on a high enough plane and who can be 


NCentrate 
carl honestly introspective will convince the observer of their 
dily funcl reality. Though they usually coexist, a change in per- 
e dan ¢ sonality may be appreciated. after intellectual recovery 


“Isems to be complete. Many excellent studies of this sub- 
ject have been made in this country. Symonds? has dealt 
yith the mechanism of the post-traumatic cerebral state, 
"lind Neustatter? has demonstrated the difficulty in deciding 


gh a whether this syndrome is physiogenic or psychogenic. 
t of dafAubrey Lewis* has found it impossible to distinguish the 
ple cloggfsyndrome of a post-traumatic cerebral state from an 
$ recently anxiety state of psychological origin. At the Royal Society 
d injurie of Medicine Patterson, Reynell, and Kremer® recently dis- 
ymptomg cussed various aspects of the development of post-traumatic 
nts in thgpersonality disorders, and made it clear that disturbances 


has tried to separate the physiogenic from the psychogenic 
syndromes upon the basis of symptoms, but Denny-Brown’ 
has criticized this attempt, and there must be wide agree- 
ment with him. It seems, however, that in emphasizing 
‘the environmental causes for the persistence of neurotic 
symptoms after injury Denny-Brown has erred to the other 
wHextreme. It is quite true that some patients develop a 
-Eneurosis out of all proportion to the severity of the head 
injury as a result of outside factors, which include com- 
pensation, head-consciousness, and other causes of anxiety, 


Selecta 
had bee 


gated with severe disturbances of affect. In the great majority 
ujof cases a man who is handicapped by intellectual defect or 


reveni 

hin two Personality disorder after an injury is unable to withstand 
s*relateif the stress of his environment incidental to his injury because 
10’ work# of this very handicap. If the stress is slight or the handicap 


sible fog mall he may escape with a short illness, but a defect of 
y-Browa} intellect or personality well enough marked to be measured 
nmentil} recognized in the ward will be a profound handicap to 
concen most people. It is not true to say that, because it cannot 
nsideredg © demonstrated by such means, it is not present. The 
olativeyg Patient’s future failure to overcome his difficulties as he 
jaf did before the injury is evidence of its existence. This view 
does not exonerate environmiental factors ; it merely relates 


int tha 

the psychogenic to the physiogenic causes of the disorder. 
fect tie Lhe possibility of gain from the injury is still a great deter- 
in Dt to recovery. 
JNectulf The head injuries of war do not differ in this respect 


ay wel from those of peace. The psychological handicaps are 
{. Trp clflerent in some ways ; the relative incidence of focal and 
general brain damage is different; but in each case the 
likelihood of persistent post-traumatic symptoms, particu- 
,§ arly mental symptoms, depends on the kind of man who 
is injured, the kind of injury he has received, and the kind 
of psychological stress with which he has to contend. The 
“i fect of extraneous psychological factors will be influenced 
» keer °Y the handicaps in personality and intellect which he had 
escritt before the injury, as well as those found afterwards. 


2 Proc. roy. Soc. Med., 1937, 30, 1081. 
3 Ibid., 1942, 35, 549. 
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po 4 Ibid., p. 607. 
- 5 Ibid., pp. 557, 561, 564. 
— 6 J. Amer. med. Ass., 1939, 113, 1779. 


7 New Engl. J. Med., 1942, 227, 771. 


FIBROSITIS 
Increasing attention is being given to the problem o 


. fibrositis, and the scepticism often expressed in the past 


as to its being a definite pathological entity is giving way 
under the pressure of such facts as those presented recently 
by Copeman and Ackerman.' In spite of the difficulties 
imposed by active service conditions they have supported 
their clinical observations by research into the anatomy 
and pathology of fibrositis, by both necropsy and biopsy. 
Attention has been concentrated for a long time upon the 
painful nodules often met with in fibrositis. The histo- 
logical characters were fully described by Stockman, 
though they have been sometimes described as struc- 
tures found by the fingers of the physician but not by 
the surgeon's scalpel. Clinicians were reluctant to ascribe 
the pain and stiffness of fibrositis to these nodules, or to 
believe that organized fibrous structures could be broken 
down and the symptoms relieved by heavy massage. 

The work of Sir Thomas Lewis on referred pain, ampli- 
fied by Kellgren, who demonstrated the relation between 
localized tender spots and referred sciatic pain, aroused 
fresh interest, and Elliott threw further light on the matter 
by demonstrating that these spots were associated with 
areas of increased excitability in the corresponding seg- 
ment of the spinal cord. Now Copeman and Ackerman 
have shown that these “ trigger points ” are associated with 
certain areas of the back where pink fatty tissue of a 
particular type lies between the superficial and the deep 
fascia. The distribution of this fat, which they term “ basic 
fat,” forms a pattern found to be constant in many bodies 
examined post mortem, even in the most emaciated sub- 
jects, and coinciding with the distribution of tender spots 
demonstrated clinically. This fat was also found in close 
association with tendons, forming their sheaths, and also 
where the fascia was split to invest a muscle. The fat is 
vascular and liable to become oedematous and congested, 
possibly under the influence of ineteorological and other 
influences, and may thus narrow the lumen of the tendon 
sheaths and cause stiffness and pain. A similar effect may 
arise in other situations, and this furnishes a far more 
convincing explanation of the characteristic symptoms of 
acute lumbago than many other theories. This underlying 
fat, when congested and swollen, tends to bulge through 
any weak spots or deficiencies in the enveloping fibrous 
layers or. through the foramina which give passage to the 
nerves and blood vessels; these herniations form tender 
nodules and trigger points. 

The authors describe various types of herniation—non- 
pedunculated, pedunculated, and foraminal—and suggest 
that they may be the seat of chronic strangulation and 
become hard fibrous nodules: they demonstrated strangu- 
lation at operation but not the hard nodules. Treatment 
by operation or by needling gave striking results in many 
cases: Further investigations along these lines and verifica- 
tion by other workers will be awaited with interest, but 
it is evident that an important advance has been made. 
It may also be observed that service in the R.A.M.C. under 
war conditions is no bar to research into the problems 
which beset the civilian practitioner if the thirst for know- 
ledge is present. 


PA PING OR BARIUM POISONING 
Huang? has recently described twelve cases of “ Pa Ping,” 
a name familiar to the general population in Szechuen for 
a transient paralysis similar to familial periodical paralysis. 
Szechuen is a large salt-producing area, and barium 
chloride in concentrations as high as 25.69% has been 


* Quart. J. Med., 1944, n.s., 13, 37. 
2 med. J., 1943, 61, 305. 
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found as an impurity. All the cases described by Huang 
were in males, but Du and Dung* have observed the dis- 
ease in females. The symptoms, which usually came on 
soon after a meal, consisted of nausea, vomiting, diarrhoea, 
sometimes associated with abdominal pain, abnormal sen- 
sation of the skin, and flaccid paralysis of the limbs, first 
developing in the lower and then gradually affecting the 
upper. The pupil reaction was always preserved and the 
mind remained clear. The blood pressure was raised, the 
pulse rate and body temperature lowered. All the cases 
described by Huang recovered completely in one to three 
days, leaving no residual symptoms or signs ; but Du and 
Dung* state that the mortality ranges from 5 to 10%. 
Alien® describes a necropsy of one case: there were 
parenchymatous degeneration and congestion of the liver, 
heavy congestion in the kidneys with parenchymatous 
degeneration of the tubules, and eosinophilic infiltration 
of the mucosa and submucosa of the duodenum, with a 
patch of hyaline degeneration in one muscle fibre ; in the 
spinal column there was a chromatolysis of nerve cells in 
Clarke’s column; there was also an endothelial swelling 
of the blood vessels, and a questionable increase in the 
microglia in the grey matter ; congestion was most marked 
in the nerve roots. 

Chou and Chin® and Ku, Yen, afd Li,’ believing that 
barium was the cause of this paralytic syndrome, investi- 
gated the pharmacology and toxicology of the soluble 
barium compounds by means of animal experiments. They 
administered isotonic barium chloride solution to fasting 
dogs by gastric tube, and by intraperitoneal, intravenous, 
intramuscular, and intrathecal injection. When the drug 
was given by mouth they observed symptoms similar to 
those occurring in Pa Ping disease. Salivation, vomiting, 
and diarrhoea were conspicuous, and neuromuscular 
symptoms such as twitching, tremor, and motor weakness 
appeared in most cases, followed by paralysis of the 
skeletal muscles in severe cases. After intravenous in- 
jection cardio-respiratory symptoms were more prominent, 
and a minute amount of barium in the cerebrospinal fluid 
caused convulsions. Serum concentrations of 2.2 mg. per 
100 c.cm. were obtained after ingestion of the barium by 
mouth, but concentrations of over 5 mg. per 100 c.cm. 
occurred after parenteral injection. Half the barium was 
removed from the blood stream in 15 to 30 minutes, and 
three-quarters within two hours. Although the soluble 
barium salt may be precipitated rapidly in thé gut by 
inorganic sulphate—and barium sulphate is generally used 
for opaque meals by radiologists—such precipitation does 
not occur in the blood stream: here the barium probably 
forms barium proteinate in the serum. 

Huang, thinking that the symptoms of Pa Ping were 
caused by a low serum potassium, treated two cases with 
intravenous injections of 80 c.cm. and 145 c.cm. of a 5% 
potassium citrate solution. In-+both cases rapid and com- 
plete recovery took place immediately after the injections, 
but unfortunately they did not estimate the serum potas- 
sium before treatment. There seems no doubt, however, 
that the immediate cause of this particular syndrome is the 
taking of salt or water containing barium chloride as an 
impurity. The logical treatment, therefore, appeared to be 
that described by Allen—giving sodium or magnesium 
sulphate in sufficient doses to precipitate the barium as 
insoluble sulphate. If the disease is suspected treatment 
shou'd be immediate, since the absorption of barium 
chloride is extremely rapid. Now that the cause of the 
disease is recognized, however, prevention should be 


3 Chin. oa ty 1943, 61, 110. 


7 Ibid. p. 303. 


accomplished by chemical analysis of brine at the 
head of all salt wells.. It seems highly probable that the 
is a relation between Pa Ping and familial indi 
paralysis, and further research should be undertaken 
discover whether soluble barium salts in some way dig 
the potassium equilibrium in the body. Eight years agg 
in some observations on a young man suffering frog 
familial periodic paralysis, Aitken, Allott, Castleden 
Walker*® found that during the paralytic attacks the . i 
potassium level would fall from a normal of 20 Mg. per 


100 c.cm. to less than 10 mg.; 12 mg. per 100 comp? 


appeared to be a critical level below which Paralysis 
developed. They induced attacks by administering large 
amounts of glucose by mouth, by the injection of in 
and especially by combined injection of insulin 
ingestion of glucose. Potassium chloride by mouth raigeg 
the level of potassium in the serum and abolished th 
paralysis. Aitken and his colleagues concluded that 
fall in serum potassium concentration was associated wit 
the passage of glucose from the blood into the tissue 
and that abnormal lowering of the potassium level eithe 
blocked neuromuscular transmission or inhibited the coy 
tractile response in the affected muscles. 


ANTIBIOTICS FROM PLANTS 


The success of penicillin has led to detailed search fo 
similar products among fungi and soil bacteria, and man 
substances with antibacterial action have already been dis 
covered. The latest extension of this work is the seard 
for antibacterial substances in the higher plants. The firy 
report on this subject was given by Osborn’ from fh 
School of Pathology at Oxford. He examined 2,300 specie 
of plants belonging to 166 families by methods similar 4 
those used in estimating penicillin, and he found substance 
which would inhibit the growth of Bact. coli and St 
aureus to occur in 63 different genera. The most activ 
substances were obtained from plants of the Ranunculacea 
family, especially anemone, clematis, Christmas rose, an 
buttercup. The field has been developed further by Lug 
and Lewis.'° They were guided in their search by the clue 
(1) that the tips of growing roots survive and expand i 
the presence of innumerable micro-organisms, and (2) thal 
plant. drugs have been used all over the world as fo 
remedies. Extracts were made from various plants ani 
tested for their power to produce a zone of inhibition 
agar plates inoculated with Staph aureus, with Bact. 
or with certain bacteria pathogenic to plants. Antibacteril 
principles have been discovered in a variety of plant 
though they vary greatly in their potency and distribute 
They have been detected in the leaves of Scotch thistle 
of verbascum, and of peony, and in the fruits of membe 
of the rose, saxifrage, and other families. In parti 
a species of honeysuckle, Lonicera tatarica, has been fot 
to contain a potent principle which inhibits the growh® 
Staph. aureus and of Bact. coli, and another which 
presses coliform bacilli but not Gram-positive organism 
The principles are soluble in water and are stable to he 
From the therapeutic aspect it must be remembered ti 
the presence of antibacterial activity is only half the picttt 
and that the absence of undue toxicity is equally import 
It is this lack of toxicity which has made penicillin so 
superior to the other antibiotic substances so far discovert 


“But whatever the ultimate findings about these particu 


preparations, it is clear that the researches in question ope 
up a new field which may well prove to be very fruit 
Moreover, the implications of these results are not rest 
to medicine, but may concern wide fields of general biole 


8 Clin. Sci., 1937, 3, 47. 
9 Brit. J. exp. Path., 1943, 24, 227. 
10 Science, 1944, 100, 597. 
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vel pier FOR MALNOURISHED PRISONERS 
OF WAR 

rtaken BY 

'y dis SHEILA KENNY, M.D. 

a A brief record has been made of 24 recently released British 

den p.0.W.s admitted to hospital in this country for malnutrition 
he aol ad other conditions. The majority had done a long forced 

MT narch and had been liberated only for periods varying from 
mg. per + to 7 days. Before admission 21 had suffered from severe 

00 com fiarrhoea, either during the march or after their liberation, on 
Paralysi ; sudden return to a full diet. 

ing large On receiving the first group one was appalled by their 

f insuli emaciation. However, since enteritis was also an urgent 

ulin ang symptom, it was felt that caution in feeding was necessary. No 
ith raisedf jjterature on the subject of malnutrition was immediately avail- 
ished the able, but a decision about the diet had to be made quickly. 
that thi The problem was to find one which, while suitable for the 
ated wit intestinal tract of men suffering from prolonged starvation, 
© tissyed WOuld also restore the depleted body tissues. A simple method 
vel cithe was adopted which has, on the whole, proved satisfactory. 
the co 


Details of Cases 


progress. Half the adult dose of vitamins, cod-liver oil, and 
iron was considered advisable for the first week, with an in- 
crease to the ‘adult dose by the second week. Fersolate tablets 
seemed to be well tolerated. Plentiful supplies of oranges were 
available. Mist. opti, catech., et cret. was given two-hourly to 
the first batch of cases suffering from enteritis ; but as this was 
ineffective in the severe cases—for which reduction from the 
third-week diet was necessary—it appears that the dietary treat- 
ment alone was responsible for clearing the enteritis in the 


milder cases. 
Observations 


Patient No. 3 was so ill on admission that it was obvious he 
could not be put on third-week gastric diet. He therefore received 
glucose fluids only, by mouth, and.1,000 c.cm. of intravenous plasma, 
followed by 1,000 c.cm. of glucose-saline in 29 hours. The result 
was dramatic; within 36 hours of starting parenteral treatment he 
asked for a poached egg. This was allowed with some misgivings, 
fortunately unfounded. From then on he was put on a third-week 
gastric diet, and finally reached sixth-week diet at the same time 
as the non-enteritic patients. In two other cases also—|! and 4— 
parenteral fluids were necessary, although these patients were kept 
on third-week gastric diet before this was realized. Case 1 had pro- 
longed diarrhoea, and Case 4 repeated vomiting. They were both 
given glucose fluids by mouth, and 1,000 c.cm. of intravenous plasma. 
In each of these cases also the result was dramatic. (Case 4, now 


’ 
Time itis® ; n 2 Weeks ‘ssi 2 Weeks 
Condition Case | Age | po w.| March | Enteritis Other Complaints hee Admission 
Years st. Ib. st. Ib. 2 & | 
1 26 | 5 + 2,3,4 Pulmonary tuberculosis 4 2 j 2 10 43 | 78 
2 32 | 7/12 4 Bronchopneumonia 13 9 76 
3 26 | 5 + 1, 2, 3, 4 | Gastro-enteritis 2 Il 6 10 7 76 62 
Poor 4 29 | 3 + 2,3,4 Gastro-enteritis; pulm. tuberculosis = 74 80 
$ 25 |S -- 3,4 Gastro-enteritis; tuberculous pleural _ 7 12 8 1 68 78 
effusion 

6 32 13 1,3,4 ? Beriberi 72 10 10 4 10 68 
7 24 7/12 + 2, 3,4 4 10} 3 72 78 
8 23 Hy + 1,3,4 1 10 8 4 _. 78 s4 
9 38 3} + 1 Furunculosis 7 10 8 6 68 | 78 
10 25 | 49/12 + 1 Frost-bite of feet i. oe 8 10 76 | 66 
| 26 | 1 ij + 2 Lobar pneumonia 10 7% 86 78 
Fair 12 23 | 1 1,2 8 8 9 12 72 78 
13 31 4 10/12 + 1 2 0 56 | 78 
14 42 1 10/12 + 23,4 arg 2 10 13% 80 82 
15 41 4 + 2 soon 8 13 9 12 72 76 
16 22 | 8/12 + 1,2 2 4 7 10 9 0 — 70 
35 + 1 9 3 10 8 90 92 
18 27 | 411/12 - 1 il 10° 88 | 80 
19 28 |4 + 224 6 10 68 10 90 90 
20 26 | 411/12 1 13 > & 10 98 86 
Quite 2 | 23 «| 712 3 10 04 10 6t 90 90 
Good) | 22 | 28 | 6/12 1 3 9 4 84 
23 38 (13/12 _ _ Active pulmonary tuberculosis (early) 10 10 4 10 8 86 90 
24 35 1 3/12 Active pulmonary tuberculosis 8 10 90 90 


* | denotes enteritis during the forced march; 2, enteritis during the period between liberation and dietary treatment; 3, enteritis on beginning dietary treatrrent: 


= bs 4, enteritis after beginning dietary treatment. 
tION ¢ t These cases were fit to be discharged from hospital before they had been here two weeks. 


act. C0 


State on Admission 


Mental.—Most of the patients were still in a state of extreme 
elation; if some were not, it was because they were too ex- 
hausted physically. This state has gradually subsided to one 
of remarkable contentment while awaiting fitness for discharge. 

Physical—Apart from the first group (see Table) and the 
general emaciation, the bodily condition was fairly good. The 
clinical anaemia was not in proportion to the emaciation, and 
this finding was supported by the haemoglobin estimations. All 
the patients were clean, but one was recovering from very 
severe generalized louse-bites. There were no infectious skin 
diseases. Mild pyrexia was found in all the active cases of 
# nteritis. Three patients were suffering from septic-ulcers of 
the heels, the result of blisters occurring during the forced 
march. The condition of the teeth was generally bad. (No 
dental treatment had been available during captivity.) The 
abdomen was distended in nearly all cases, even in those not 
suffering from enteritis on admission. The active cases of 
enteritis were having loose watery motions—2 to 10 a day. 


Treatment 
It was decided to put the patients on a third-week gastric 
diet (modified Lenhartz), with the addition of three eggs daily. 
and to increase or decrease this diet according to the patient's 


here 34 weeks, has gained 10 Ib. in 10 days: this satisfactory im- 
provement cannot be shown in the Table. Case 1 has been here only 
2 weeks.) 

Apart from these three cases little difficulty has been encountered. 
The satisfactory cases were kept on third-week gastric diet for 
periods of from 48 to 72 hours, and then advanced to fourth-week 
and so on, slowly, until sixth-week diet, with meat, was reached 
(this stage was reached within 12 days by all except Cases a 
and 4). Case 6 had developed vomiting—considered due to sweets 
given him by a neighbouring patient—but he also reached the sixth- 
week stage on the twelfth day. 

The most marked gains in weight have been in the second group. 
This was to be expected, because the third group had lost relatively 
less weight, and the first group, besides delay in reaching a fuller 
diet, were nearly all suffering from some active disease. The weight- 
recording of Case 6 is interesting. On admission this man had 
severe painless oedema of legs and feet, present since the end of 
the march—i.e., about three weeks before admission. (Urine N.A.D.) 
The diagnosis of wet beriberi was considered. Unfortunately, the 
vitamin B, content of the urine was not estimated. The oedema 
diminished rapidly while on third-week diet with large intramuscular 
doses of aneurin. The weight-recordings for this patient are as 
follows: on admission, 10 st. 4 Ib.; one week later, 9 st. 7 Ib.; two 
weeks later, 10 st. 5 Ib.; three weeks later, 11 st. 24 Ib. 

It is highly significant that in such a small group of very recently 
liberated prisoners of war there are just over 20% of cases of pul- 
monary tuberculosis. Three of the 5 cases were unsuspected when 
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first admitted here. There is likely to be a high percentage of tuber- 

culosis among our returning prisoners—first, because of the terrible 
degree of malnutrition present; and, secondly, because of the un- 
hygienic conditions of the prison camps. Would it therefore no* 
be wise to keep at least the definitely malnourished men under 
observation for 6 to 12 months, and x-ray their chests at two- or 
three-monthly intervais? 


Conclusions 


All cases suffering from malnutrition are liable to develop 
diarrhoea if put too soon on a full diet. The intestinal mucosa 
in malnutrition is often oedematous, and, even when it is not, 
it is reasonable to assume that the gastro-intestinal tract needs 
“ re-education ” in the digestion of a normal diet. In extreme 
malnutrition, body reserves may be so exhausted that not 
enough are left to supply even the enzymes necessary for 
digestion. In the less severe cases of malnutrition in which, 
however, enteritis is already present, milk-feeding might be 
regarded as an ideal method of “ digestion re-education,” if 
such were the only aim in the treatment. But another very 
important aini is to restore the depleted body tissues. Third- 
week gastric diet, including three eggs daily, provides an easily 
digested diet for the first two days’ treatment, and is a safe 
means of observing the patient's digestive powers. From this 
starting-point advance can be made along the later stages of 
gastric diet, adding more protein if necessary. That patients do 
make a satisfactory gain in weight on such a diet is shown by 
results obtained in 14 days, 12 of which were spent on this 
diet. 

The more severe cases of malnutrition should be put on 
parenteral fluids without delay. Plasma, although not regarded 
as an ideal substance for parenteral nutrition, has proved very 
satisfactory in three fairly severe cases of malnutrition, and 
may well be used temporarily when supplies of protein hydro- 
lysates’ are not available. 

Summary 


Twenty-one cases of malnutrition in recently liberated prisoners 


. of war have been treated by first putting them on third-week gastric 


diet with additional protein, and then increasing the diet slowly 
until it is a normal one; this stage was reached on the twelfth day 
after admission. During the first two weeks the majority of the 
patients showed a satisfactory increase in weight, and the enteritis 
present in some cases on admission cleared rapidly. 

Three severe cases were given intravenous plasma until fit to be 
treated like the milder cases. 

Just over 20% of the cases have active tuberculosis; hence the 
advisability of keeping all malnourished prisoners of war under 
observation for developing tuberculosis for some time after dis- 
charge from hospital. 


My thanks are due to the medical superintendent for ission 
to publish these results; to Dr. I. Davies and Dr. H. Evans for 
their advice; and to the staff of the Whitchurch E.M.S. Hospital 
for their co-operation in treating the cases. 


IMPAIRED WORKERS IN INDUSTRY 
AMERICAN EXPERIENCE AND SUCCESSES 
BY 
HERMANN LEVY 


“ Physically impaired workers employed in factories are just 
as efficient in the jobs they hold as their unimpaired fellow 
workers.” This is the conclusion which official American 
investigators have arrived at after a careful and detailed study 
of Impaired Workers in Industry,* covering 300 establishments 
with 63,382 impaired workers. The statement conforms to 
the general experience in this country of the results of methodi- 
cal and comprehensive rehabilitation of injured workers and 
their resettlement in industry. It may be taken as another 
hopeful indication that the Disabled Persons (Employment) Act 
is a step in the right direction. 

The U.S. is, in general, much advanced in the art of special 
research in the economic and social field. Investigators in that 


* The investigation was prepared for the U.S. Bureau of Labor 
Statistics in the Bureau’s Division of Industrial Hazards by Clarence 
A. Trump and Frances J. Montgomery, see Monthly Labor Review, 
October, 1944. 


country know well how to make the best use of statis: job anal 
methods. The present inquiry provides a good many inte ' that ma 
ing details of a problem whose complexity should Rot | practice 
underestimated. Of the disabled workers covered by it 7am requirer 


were reported to be just as efficient as the unimpaired doi advanta; 
similar work, and the 8% reported as more efficient outweighs view. \ 
even the 5% reported as less efficient. ~~ B guput | 


Absenteeism may be regarded as a part of inefficiency, well be 
handicapped worker in many cases finds it more difficult 4 benefits 
get a job, but once he has it he is anxious to keep it ang yf @ this, 
prove to himself and to others that he is as good as, or betje§ machine 
than, his fellow workers. It is, therefore, not surprising, indesg§ #0nel ! 
it is highly gratifying, that in the matter of absenteeism gf Dut it i 
physically handicapped had a better record than the normjf 00t Te4 
worker. Of the former, 44% were reported as having ~j Reco} 
absentee record no worse than that of their fellow worker, selectiol 
while 49% had better records; only 7% were absent More of activ 


than the normal worker. also pa 
derive 

Accident Proneness corpora 

that “d 


In addition to occupational efficiency and absenteeism the departn 
is the problem of the position of the disabled in relation f that th 
accidents. Employers have at times been reluctant to empl normal 
partially disabled workers, fearing that their handicap mighh jecism 
involve the risk of further, possibly even more serious, acg esccese! 
dents. Latest experience has indicated, however, that sud rivets.” 
workers may, through being more careful than their fellow such as 
show a smaller injury risk. In the American inquiry onl that th 
2% of the firms stated that some of the employees attempted normal 
to obtain compensation for the aggravation of an old injury 
As to new accidents the physically handicapped general ging ta 


experienced fewer injuries; in 38% the accident rate was ng ings of 
higher than in the workers without disabilities and in 51° job ana 
it was lower; in 11% only was it higher. Similarly, chap employ 


of job were less frequent among the disabled. to thin 
These results lead to another question which still await repetiti 
some clarification. We know through the investigations df thoroug 
the Medical Research Council and the Industrial Healif ments \ 
Research Board that generally a relatively small percentagi conforn 
of workers in an establishment encounter a relatively his} surgeon 
percentage of accidents. This accident proneness has late)§ desirab! 
been reaffirmed by another American investigation, whit fracture 
showed that in shipyards 23,188 injuries were received b§ of injur 
8,599 individuals, and that more than half of the worken§ recogni 
reported two or more injuries in a year; about 20% of thi identific 
workers experienced 50% of all reported injuries. Does tif In C. 
definite tendency to accident proneness indicate that injured of diffe 
workers are more liable to sustain another injury than normilj have n 
workers? indeed, 
The American report on Impaired Workers in Industry seem note tt 
to supply an answer to this question. The rehabilitated§ does nc 
worker is not a person who can be fitted into any industial§ ment fi 
job. The utmost attention must be paid to his handicap, o§ stay be 
the history of his case, and to a series of psychological af (see Re 
sociological factors if the advantages to be derived from hig vention 
restored efficiency are not to be lost. The Department @J social : 
Health for Scotland, in a report on Health and Indusia§ the des: 
Efficiency in 1943, said that persons invalided out of the Forsgj and th 
as medically unfit for further service “fared badly” socialh§ “ officia 
medically, and “in relation to work” when left to themselv As te 
The American report, in the statement quoted at the beginniag necessit 
of this article, cautiously speaks of “ the jobs they hold.” Ti§ cannot 
means that all the good features of efficiency, reduced abs§ nexion 
teeism, and fewer accidents presuppose that the impait] Employ 
worker finds the right job and the right kind of occupatio= § tion or 
reasona 

Selective Employment liability 

The report makes it clear that the crux of the probiem Society 


not just placing the disabled worker in employment but }, 


him in a suitable job. It will be noted with interest in Baa yi he 
that of the industrial firms concerned only 7% reported BH Gi-shie, 
in their establishments there was no physical examination@} 
the disabled before employment nor had an analysis WR that ki; 
made of the jobs suitable for them; 17% reported that 9% this m; 
Cants were examined physically before being employed, ™ in Lon. 
were not placed on the basis of job analyses; 15% rep 
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Statistic job analyses only ; and 61% reported both. The report shows 
Y intereg that many firms, big and small, know that it is now common 
not ractice to examine an applicant and to study the physical 
DY it S7eM requirements for each job so that he may be placed most 
ired doindl advantageously from his own and the employer's point of 
utweiohall view. We have heard much in Britain of late about the higher 
‘eighe quiput per man hour of many American industries. It may 
| gell be that this selective placing in industry, which so greatly 
iff -E benefits the disabled worker as well, plays an important part 
‘it a in this, quite as much as the introduction of rationalized 
pe machinery. Some small firms consider that the increased per- 
8, inde *T sonnel required would make this procedure too costly for them, 
eeism auf but it is suggested in the report that such establishments do 
. not require a full-time medical examiner. 
having qf Recognition of the importance of and the need for careful 
worker | selection of employment for disabled persons opens a wide field 
ent mop of activity for voluntary social service, but it is a service which 
also pays the employer. The advantages which some firms 
derive from this selection were recorded. A large aircraft 
corporation employing 900 physically impaired workers noted 
that “deaf persons have been found very useful in the riveting 
‘ism therd departments. Because of the noise involved it has been found 
elation i@ that their work is generally better than that of persons with 
© emplo# normal hearing. This applies to efficiency on the job, absen- 
‘4p might tecism, and labour turnover. Blind persons have been used 


successfully in salvaging operations, mainly in sorting the 
rivets.” Sometimes the almost unbelievable happened: devices 
such as a mirror for a one-armed operator were so successful 
that the firm concluded that they were equally helpful to 
normal operators. 

It is evident that employers have a novel, but most encoura- 

ging task before them if they will study and adopt the teach- 
@ ings of such sample tests as this. Some firms, after considerable 
job analyses, reported that they had reached their limit in the 
employment of rehabilitated workers. Many employers seem 
to think that these workers are only useful on tedious or 
repetitive jobs or as clerks and watchmen. Perhaps more 
thorough analyses, the report observes, of physical require- 
ments would reveal additional posts suitable for them. This 
conforms with the views long held by one of the foremost 
surgeons in this country, Mr. E. H. Griffiths; but it is highly 
desirable that the procedure should not be limited to cases of 
fracture but should be extended to persons suffering any kind 
of injury or serious disablement, a point which is not yet fully 
recognized in this country, where rehabilitation is far too much 
identified with the task of the surgeon only. 

In Canada, not unlike the U.S.A., the re-employment efforts 
of different industries—metal trades, lumbering, and textiles— 
have not been uniform; there has been more progress and, 
indeed, willingness in some than in others. It is interesting to 
note that the Workmen's Compensation Board in Toronto 
does not hesitate to point out with reference to the re-employ- 
ment figures of various trades that one industry should not 
stay behind another in what the board calls “a patriotic duty ” 
(see Rehabilitation, published by the Industrial Accident Pre- 
vention Associations, 1943). Societies devoted to voluntary 
social service can surely inspire their employer-members with 
the desire to help in the re-employment of the disabled worker 
and thereby lighten the burden placed on the shoulders of 
“officialdom” by the future social security legislation. 

As to the placing of impaired workers in this country, the 
necessity for job-analysis, so successfully started in the U.S.A., 
cannot be over-emphasized. Employers will need it (1) in con- 
nexion with their liability under the Reinstatement in Civil 
Employment Act to reinstate workers in their former occupa- 
tion or in the most favourable alternative occupation that is 
reasonable and practicable ; and (2) in connexion with their 
liability under the Disabled Persons (Employment) Act to place 
4 certain quota of disabled persons. As the Industrial Welfare 
Society discloses in a recent publication on “ Reinstatement,” 

ms have asked for a standard schedule of occupations which 
Will help them in the classification of jobs suitable for various 
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ation disabled persons. It is disconcerting that the Industrial Welfare 
sis bee Society has to inform its members that the only schedule of 
at that kind as yet available is one issued by the U.S. Government ; 
yed, | this may be consulted at the library of the American Embassy 
London. 


. cities are freed. 


U.N.R.R.A.’s MEDICAL AID TO CHINA 


Even before the Japanese invaded China her public health ser- 
vices were inadequate for the population, and there was a 
shortage of doctors, nurses, medicines, and hospital equipment. 
Now, after eight years of war, there is roughly one doctor for 
every 40,000 of the population and one hospital bed for every 
10,000. Up to 40% of the hospitals have been destroyed or 
looted, sewage disposal plants have been wrecked, and water 
supplies contaminated. The danger to national health will be 
even greater when millions of Chinese who have been driven 
from their homes start to return. China has, however, a 
medical relief programme, but it is estimated that she will have 
to train some 35,000 technicians in the next four years to 
administer it. In the meantime U.N.R.R.A. has come to her 
help and is recruiting surgeons, physicians, dentists, nurses, 
sanitary engineers, maternity and infant welfare specialists, 
tuberculosis specialists, hospital and public health administra- 
tors, among others, for work in China. The first to go there 
will be men with general medical experience ; specialists will 
follow later when training programmes are set up. Special 
medical supplies urgently needed by the Chinese universities, 
including books for teaching purposes, have already been sent, 
part of the passage being by air. Arrangements have also been 
made to send 30 medical and health experts to train personnel 
in the medical centres to be established by the Chinese Govern- 
ment. U.N.R.R.A. will dispatch 90,000 Ib. of medicai equip- 
ment for these centres in the coming months. The Chinese 
Government plans to establish in the near future training centres 
in Chungking and Chengtu, and later in Kweiyang. Other 
centres will be set up in Nanking and Peiping when these 
Short intensive courses averaging from six to 
eighteen months will be given to people recruited in China by 
the Chinese Government. There are to be refresher courses for 
doctors, public health courses for those who have recently 
graduated and for nurses who have not had public health ex- 
perience, technical courses for partly qualified doctors and 
nurses, and training courses for attendants, nurses, and mid- 
wives. 

Shipping space has been made available to U.N.R.R.A. to 
carry the supplies to India, and Dr. Tingfu F. Tsiang, Director 
of the Chinese Relief and Rehabilitation Administration, has 
arranged ‘for them to be carried on to China by air. 


Medico- Legal 


PRISON FOR PRETENDING TO BE A DOCTOR 


At Manchester Assizes on May 11 Mrs. Doreen Warren, of Heswell, 
near Liverpool, pleaded not guilty to the charge of providing a 
false declaration in order to be registered as a medical practitioner. 

Prosecuting counsel said that in June, 1943, Mrs. Warren applied 
for employment as an assistant to Dr. Lipkin, of Liverpool. She 
said she was an M.D. of Berlin University. Dr. Lipkin told her he 
could not employ her unless she was on the Medical Register. 
Mrs. Warren got a Miss Davies to sign a declaration that she had 
seen her certificate of qualification. The General Medical Council 
thereupon placed her on the Foreign List of the Medical Register 
as temporarily registered in pursuance of Orders made under Defence 
Regulation 32B. Dr. Lipkin employed her from November, 1943, 
to January, 1944. According to the report of the trial in the Man- 
chester Guardian Mrs. Warren, when interviewed by the police in 
August last, said she had qualified by a correspondence course. 
She declined to go into the witness box. After the jury had returned 
a verdict of guilty Inspector Colshaw said she was a native of 
Liverpool. She had told a series of lies. One doctor had said 
she had not the slightest knowledge of medicine except stock 
prescriptions. 

Mr. Justice Lynskey said he was satisfied that Mrs. Warren had 
never qualified to practise medicine. For her to treat people, pre- 
tending to be a doctor when she was not, might cause serious risk 
to the community. He sentenced her to six months’ imprisonment. 


R. G. Smith (U.S. Nav. med. Bull., 1945, 44, 159) records his 
observations on 5. out-of 40 men on board ship with mumps who 
developed orchitis, and all received 500 c.cm. of reactivated dried 
pooled plasma intravenously as an initial dose. The results were 
excellent and dramatic. One patient received a second 500 c.cm. 
of plasma when meningitic signs and symptoms appeared. 
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REPORTS OF SOCIETIES 


Reports of Societies 


Correspondence 


LATENT PERIOD BETWEEN ONSET AND 
_ RADIOGRAPHIC SIGNS 
On May 18 Dr. James F. BRAILSFORD read a paper to the Radio- 
logical Section of the Royal Society of Medicine on the 
significance of the latent period which elapses in most diseases 
between onset and radiographic signs. 

He said that the radiographic signs did not coincide with the 
development of clinical signs, but lagged behind them, except 
in the case of the pulmonary metastases of sarcoma, which 
might have attained a large size before any clinical signs. The 
interval between the two manifestations varied not only in 
different diseases but in different lesions and sites of these 
diseases. The clinical signs might have disappeared before the 
radiographic signs appeared, and the latter might persist to the 
end of the life of a healthy individual. Obviously radiographs 
during the latent period would reveal no evidence of the disease, 
though it might be present. Further radiographs must be taken, 
after an interval depending on the condition, if they wished to 
obtain confirmatory radiographic evidence. The interval be- 
tween the first negative radiograph and the request for the 
second which showed positive signs was usually very much 
longer than the latent radiographic period, probably because 
the first radiograph was of a patient with prominent symptoms 
which had shown some abatement in the interval, the second 
being only called for because of a recrudescence of symptoms 
or their failure to clear up within a reasonable time. The 
radiographic signs also lagged behind and might even seem to 
increase after the clinical signs had disappeared ; hence it was 
necessary to wait to obtain radiographic evidence of the effect 
of any treatment. In pulmonary tuberculosis serial radio- 


graphs might show the progressive development of small lesions - 


to complete destruction of most of the lungs even under the 
most favourable circumstances ; while in other cases not only 
might the small initial foci vanish from sight but such spectacu- 
lar appearances as those associated with miliary tuberculosis, 
consolidation, cavitation, and pleural effusion might entirely 
disappear under conservative home treatment. Therefore the 
severity of the past attack or attacks could not be judged from 
the residual radiographic appearance. From the latter it could 
not even be asserted that the disease was inactive, because a 
latent period followed reactivation; the significance of the 
radiographic findings could be appreciated only in the light of 
a previous clinical examination. Without such examination the 


_interpretation of the negative or positive radiographic findings 


might be very erroneous. Progress in radiolevical interpreta- 
tion would only come by helpful co-operation between clinician 
and radiologist. 


The British Council for Rehabilitation held its first study course 


during the period May 7 to 11. The centres visited were Horton - 


Emergency Hospital; Roffey Park Rehabilitation Centre; Queen 
Victoria Hospital Plastic Surgery Unit; the Government Training 
Centre, Slough; Queen Mary’s Hospital Limb-fitting Centre; and 
Queen Elizabeth's Training College for the Disabled. The course 
began with a general survey by Dr. Harold Balme, and Mr. St. 
John Buxton, who followed, discussed the orthopaedic aspect of 
rehabilitation, and among other speakers during the week were 
Mr. John Hunter, Dr. T. M. Ling, W/O J. E. Blacksell on the 
work done for burned air-crew patients, Mr. Langdale Kelham, and 
Mr. B. S. Evans. The final session was devoted to a conference, 
over which Lord Rushcliffe, chairman of the council, presided, when 
Mr. Watson Smyth spoke from the point of view of the trainer of 
the disabled and Mr. S. J. Maude from that of the ultimate em- 
ployer of those trained. After these opening addresses there was 
a general discussion. 


J. H. Peters, L. Dexter, and S. Weiss (Amer. Heart J., 1945, 29, 
143) record their observations on 56 cases of echinococcus infection 
of the left side of the heart by echinococcus cysts, to which they 
add five new cases. Although it is a rarity it represents a type of 
unusual heart disease for which surgical relief is promising now that 
improved technique and thoracic exploration have been developed. 


Limits and Dangers of Blood Transfusion 


Sir,—I was very much interested in the article written by 
Major-General W. H. Ogilvie (May 5, p. 519), but some of his 
statements on blood transfusion strike me as being Open to 
criticism. General Ogilvie says: “To-day we know no limits, 
im amount or rate of administration, other than the néeds of 
the patient.” In my opinion there is a grave danger of over- 
loading the circulation, even in an otherwise healthy adult, } 
know of one strong, healthy young man who was killed dur 
the blitz by the rapid administration of six pints of blood, 
There was no reaction, but at post-mortem examination the 
right side of the heart was found to be full of blood to the 
point of bursting. 

The other remark which } question is: “ Fit men recently 
wounded can take any amount of O (IV) blood from a reliable 
blood bank.” Does General Ogilvie consider it safe to give yp. 
limited O (IV) Rh+ blood to an Rh— patient, especially with. 
out inquiring if the patient has had previous transfusions? 

General Ogilvie is distressed about blood given during such 
straightforward operations as gastrectomy or resection of fee. 
tym. I can see no fundamental error in doing this, especially 
in the latter operation. Blood is given in these cases to combat 
shock and make convalescence smooth, and has little to do 
with loss of blood. The results in these operations have much 
improved since blood transfusions have been given, and the 


_earlier the transfusions are given the better.—I am, ete. 


Newport, Mon. J. T. Rice Epwarps. 


Surgical Lessons of War Applied to Civil Practice 


Sir,—I have read with great interest Major-General W. H. 
Ogilvie’s paper on surgical lessons of war applied to civil prac 
tice. Perhaps I may be allowed to underline the importance 
of one of the subjects he mentions—infrequent dressings, 

In 1941 I was casualty surgical officer at a busy hospital is 
North London where we saw perhaps a hundred cases a day, 
There was a large, central, waiting hall with a skylight but no 
windows. There might be 50 or 60 people present on any buy 
morning, waiting on the benches or filing slowly into the M.0s 
room. It was the custom for dressings to be changed daily, 
and in order to speed up matters patients would often begin to 
take off their bandages as they advanced along the line; then 
a nurse with a jerk removed the last layer of gauze and th 
wound was ready for the doctor—and for contamination by 
the coughing crowd and the dust raised by children passing 
the time of waiting by running about. It was very difficul 
indeed to convince either the patients or the members of th 
nursing staff that it was not from laziness that I tried to restne 
my inspection to temperature reading, palpation of regional 
lymph glands, and questions regarding severity of pain. Many 
a patient went away grumbling because he did not have iis 


wound dressed; and the nurses murmured that there wa 
“apparent!s no need for them any more.” 

Education will be necessary and the authority of the “ honor 
ary” will be needed to back up the junior surgeons in ther 
attempt to alter long-established methods of the casualty depatt 


ment.—I am, etc., 
E. G. HERzO06. 


Varicose Veins: War Experience and Civilian Practice 


Sirn,—I read Major-General Ogilvie’s article (May 5, p. 619 
with great enjoyment and instruction. Anything he says cam 
authority to the whole of the English-speaking medical proftt 
sion and is readily accepted by us, and particularly by the larg: 
number of Service surgeons whom he has so ably led, inspirel 
and instructed. In view of the weight of his opinion, there® 
one comment that he makes on varicose veins on which I 
be glad of the opportunity to write—it is, that the “ safest a 
most satisfactory way of destroying these calf varicosities wilh 
out harming the deeper channels” is by “ surgical extirpatio® 


veins i 
safe cu 
and tri 
ing-life 
late ‘te 
clusters 
and pc 
sepsis 2 
eczema 
and th 


Londo 


antagor 
blood 
nervou: 
ester is 
doses 
ir thei; 
atropin 
with m 
life wil 
ment 
is of tl 
the pat 
how m 
this ob 
It is tri 
on syn 
therefo 
for a |: 
pressur 
system. 
permar 
affectec 
adrenal 
survive 
As f 
carbact 
of atro 
is as se 
had a 
sulphat 
intravet 
ete., 


Depart 


| 
CAL Journar JUNI 
a 
In 
| malleo 
in this 
leak in 
will ne 
of 309 
my pr 
headac 
place 
In 2 
scleros 
and an 
municé 
the leg 
tips of 
the de 
back f 
tive fo 
short s 
| poplite 
tion 
= It w 
Sir,- 
: ment t 
| Dr. H 
| 


SH 
Journat 


june 2, 1945 


CORRESPONDENCE 


Bairtsn 
MEDICAL JOURNAL 781 


. 

In my experience most of these veins can be cured by liga 
and injection of the long saphenous vein at the internal 
malleolus, after the complete Trendelenburg | operation (as 
General Ogilvie details) plus simultaneous injection of 20 c.cm. 
of 30% saline at both places. Hypertonic saline is an effective 
and permanent sclerosing agent for varicose veins when used 
in this way. In addition it is safe, because if some of it does 
eak into the main circulation it is rapidly diluted to saline and 
yill not damage healthy endothelium. Doses of 20 to 40 c.cm. 
of 30% saline have been injected into the veins of the arm in 
my practice since 1923 for the relief of cerebral and post-spinal 
headaches and restoring the fall in blood pressure that takes 
place with a spinal anaesthetic. 

In a few patients the leg varices will not be effectively 
sclerosed by ligature of the long saphenous vein at the groin 
and ankle. Some of them require ligature of one or two com- 
municating veins in the lower third of the internal surface of 
the leg in addition. These are detected by palpation with the 
tips of the fingers, for at the point where they emerge through 
the deep fascia it feels as if there is a hole in the leg. The 
back pressure in them is high and no sclerosing agent is effec- 
tive for long. Lasi, a few people have incompetence of the 
short saphenous vein, and this must be tied and injected in the 
popliteal space. I would emphasize, however, that only a small 


| 


Pra 


proportion of patients need this treatment of ligature and injec- 
tion of the communicating veins and short saphenous vein. 

It would be a tragedy if surgeons started to treat varicose 
veins in the leg by surgical excision, for there is a simple and 
safe cure which has been perfected through the years of the war 
and tried out on civilian patients over the whole range of work- 
ing-life, beginning with men and women on war work in their 
late "teens to those in their seventies still working. Excising 
clusters of veins from the legs, apart from being unnecessary 
and possibly not curative, will be certain to be followed by 
sepsis and unnecessary incapacitation. It is often an oedematous, 
eczematous, and ulcerated field, in fact a pest-ridden swamp, 
and the less surgery here the better—I am, etc.,. 


London, W.1. Dopp. 


Carbachol and its Antidote 


Sm.—I do not think there is any need to qualify the state- 
ment that atropine is an effective antidote for carbachol as 
Dr. Hugh Dunlop suggests (May 19, p. 710). Atropine 
antagonizes the action of all choline esters on the heart, the 
blood vessels, the intestines, the bronchioles, and the central 
nervous system fully, and does so just as well after the choline 
ester is given as before. The abolition of the effect of large 
doses of carbachol by atropine is regularly observed by students 
ir their practical work here. Of course if the injection’ of 
atropine is delayed until carbachol, by filling the bronchioles 
with mucus, has brought the patient to the point of death, his 
life will not be saved. Dr. Dunlop makes the remarkable state- 
ment that: “ When, by mistake, the dose of carbachol given 
is of the order of two hundred times the therapeutic amount 
the patient exhibits often a phase of severe hypertension.” On 
how many patients, given such a dose, has Dr. Dunlop made 
this observation? How “often” has he seen such patients? 
It is true that atropine will not paralyse the action of carbachol 
on sympathetic ganglia or on the suprarenal medulla, and 
therefore it is likely that when atropine is used as an antidote 
for a large dose of carbachol there will be a large rise of blood 
pressure due to an intense stimulation of the sympathetic 
system. But this will not kill the patient or do him any 
permanent harm. It is surprising how little a cat or a dog is 
affected by a single intravenous injection of a large dose of 
adrenaline ; there may be temporary collapse, but the animal 
survives. 

As for Dr. Dunlop’s opinion that the two “ mishaps” from 
carbachol would probably not have been averted by the use 
of atropine, from my experience with animals I would say it 
18 as safe a prediction as can be made that a patient who has 
had a large overdose of carbachol can be saved by atropine 
sulphate. In such an emergency it would be wise to give it 
a eeay, and to repeat the injection if necessary.—I am, 
etc., 


J. H. Burn. 


Department of Pharmacology, Oxford. 


Sulphonamides and Measles 


Sir,—Dr. L. Sheldon (May 12, p. 680) writes: “ The dosage 
for children of 1 to 6 years was 1/4 tablet four-hourly.” On the 
same page R. J. Eadie writes: “It is rightly recommended in 
acute infections that where sulphonamide chemotherapy is used 
i should be administered in full doses, and that the blood con- 
centration should be kept at an efficient bacteriostatic level 
for the duration of the course, which is limited usually to 
7 or 8 days.” Surely a dose of 1/4 tablet—a tablet presu- 
mably of 0.5 g.—is quite inadequate in an acute infection like 
measles. 

Incidentally, regarding toxicity, I have a letter from the home 
doctor of a boy who has just come to this school. He says: 
“I thought it as well to let you know that he is intolerant of 


_ sulphonamides in any form and liable to become convulsed and 


unconscious after quite small doses.” I have never seen un- 
consciousness and convulsions following their administration 
nor can I recollect having seen them recorded. It would be 
interesting to know the frequency of these alarming conditions. 
am, etc., 


A. S. HENDRIE, 


Gresham's School, Holt. Medical Officer. 


Sir,—Reading the enthusiastic reports on sulphonamide treat- 
ment of measles, which seem to advocate the routine treatment 
of all measles cases with one of the sulpha drugs, I feel 
prompted to record my experiences in 152 cases, seen during the 
last five years, since I have been using sulphathiazole, sulpha- 
diazine, or sulphamezathine. No case, however serious, was 
sent to hospital, and none of my patients died. This does not 
mean much, as the mortality generally has declined to what 
appears in the last epidemic as under 0.05%. All patients, 
irrespective of treatment, and with the exception of a few cases 
of bronchitis and one of bronchopneumonia, were well and up 
again within a week after the eruption of the rash. In 63 cases 
reliable temperature charts were kept until five days after the 
rash appeared. In the great majority of cases thus observed, 
and probably with all my patients, the temperature dropped to 
below 100° F. 36 hours after the rash had fully developed, and 
it remained low without any treatment. It did not matter if the 
patient looked seriously ill in the prodromal stage or stage of 
eruption ; they were all comfortable 48 hours later. 

I have treated only 26 cases of complications, or anticipated 
complications, with sulphonamides. I was prepared for com- 
plications if the temperature remained above 101° F. 36 hours 
after the rash was fully out. The complications included 6 
cases of otitis media, one of which developed otorrhoea during 
the sulphonamide treatment; 3 cases of capillary bronchitis ; 
2 cases of bronchopneumonia, one of which developed during 
the sulphamezathine treatment (probably the initial dose was 
insufficient) ; and one of confluent bronchopneumonia in a baby 
of 15 months, whom I saw for the first time four days after’the 
measles rash. All responded well to massive doses of sulpha 
drugs, and, with one éxception, were well and without pyrexia 
after~36 hours. Especially gratifying and surprising were the 
three cases of capillary bronchitis, which all occurred within 48 
hours after the rash. The patients were cyanotic, with respira- 
tions up to 60, and the ominous pale rash. Contrary to 
expectation, this condition, which is believed to be caused by 
the measles virus itself, responded promptly to massive doses of 
sulphadiazine. Bronchitis in children who had a history of 
bronchitis, asthma, or whooping-cough in the previous year was 
not improved by the treatment. I examined practically every 
case during the eruption stage with the auriscope, and I found 
a red ear drum in about 25%. Though some of these patients 
complained of an occasional earache I did not consider it an 
indication for treatment with sulphonamides. None of these 
cases developed otitis media. I gave sulphadiazine prophy- 
lactically to eight children who had been in close contact with 
measles, starting five days before I expected the rash to 
develop. Prodromal symptoms and the rash seemed to be 
uninfluenced. 

There is, in my opinion, no justification for routine treatment 
of measles cases with the sulpha drugs at present, and under 
home treatment. Hospital experience may be different, though 
Joyce Wright, in the Journal of March 3 (p. 285), seems to come 


titten by 
me of his 
Open to | 
nO limits, 
Of over- a 
adult, } 
>d during 
blood. 
xl to the | 
recently 
reliable 
give un- a 
lly with. 
ions? | 
ing such 
1 of rec- ‘ 
Specially | 
combat 
le to do 
ve much : 
and the | 
/ARDS, 4 
1 
vil pre | 
portance 
ngs. 
sPital in 
Sa day. 
t but no 
iny busy 
e 
daily, 
begin to ‘ 
; then + 
and the | | 
tion by 
s of the 
) restrict 
Many | 
his 
1 
| 


782 June 2, 1945 


CORRESPONDENCE 


MEDICAL Jounyy 


to the same conclusion. Complications are few and can gener- 
ally be kept under control with the sulphonamides when they 
arise. The stage of “ illness " after full development of the rash 
appears to be too short to warrant treatment with a possibly 
toxic drug. If sulpha drugs were given on such a large scale 
undesirable toxic incidents would have to be expected more 
often.—I am, etc., 


London, W.9. F. MULLER. 


Nursing of Measles Patients in Hospital 


Sir,—Waith recommendation (a) of Dr. Joyce Wright’s paper 
on ear disease in measles (March 3, p. 288) everyone should 
agree. A minimum of 12 feet between bed centres should 
be the rule in every ward in which infections of the upper 


respiratory tract form a part of the work. To this we may add - 


that no bed centre should be nearer to the end wall than 
6 feet. These two points, with sufficient space between the ends 
of the beds, may be said to make up the internal ventilation 
of a ward. There must also be free external ventilation. This 
warning is necessary because of the crawding that has gone 
on in nearly all our hospitals as a result of the war and the 
building of blast protection outside the windows. Because they 
have had no deadly infections spreading through such wards 
physicians, surgeons, and administrators without special ex- 
perience have weakened on the importance of these things. A 
generation of students and nurses has gone out into the world 
brought up under these cramped conditions ; and examples can 
easily be found of how those working in a hospital can become 
mentally immune to the insanitary conditions they have always 
been used to and take for granted. Dr. Wright’s warning is 
salutary, and all the more so as she writes from one of the 
fever hospitals taken over from the old M.A.B. which have 
had practically the only wards in London run under proper 
hygienic conditions during the past five years. 

With recommendation (5) we may also agree, not so much 
because of infection of the middle-ear cleft, which at this age 
is not dangerous and should be recoverable, but because of its 
devastating effect on the alimentary tract under 1 year of age. 
It-is when we come to recommendation (c) that I begin to cross 
swords with her. As to (d), I have not worked in a ward sub- 
mitted to the modern control of dust-borne infection, but I am 
sure it is necessary. With nearly the whole of recommendation 
(e) I disagree, except in so far as it describes the general 
principles of nursing carried out by every careful mother. Of 
recommendation (f) one would not complain, but I am in 
absolute opposition to recommendation (g), which I have known 
to do inestimable harm, and recommendation (h) is another 
subject. 

The paper is an example of that pseudo-scientific type of 
medicine that is becoming so fashionable to-day, which looks 
only at the invisible invading organism and does not see the 
human being lying in the cot. It is a convincing piece of 
evidence in favour of that treatment of the child as a physio- 
logical unit which was developed in the "twenties by many M.O.s 
of the M.A.B. when I was the first visiting consultant. It is 
regrettable that the misuse of isolation wards and the discovery 
of types of streptococci have prevented that treatment from 
being carried out with the same enthusiasm as it was in 1930, 
and I doubt whether the results of otitis media in acute infec- 
tious diseases are as good as they then were. It is, however, 
still carried out in its entirety at the Grove Hospital. Dr. 
McEntee has sent me his figures for the same period as that 
of Dr. Wright's paper—429 cases, of which 21 developed otitis 
media after the fifth day, an incidence of 4.9%. Not that 
statistics mean anything in these cases, except for one figure, 
and that is the number that are not well with a dry ear and 
normal hearing at the end of eight weeks from the day of dis- 
charge. At the Grove there was one doubtful case. Dr. Wright 
does not refer to this dominating date in otology, but she men- 
tions another figure which is illuminating—18 mastoid opera- 
tions were performed in 496 patients: at the Grove none. 
Leaving out those done for gastro-enteritis—a condition that 
was held to be an indication for a mastoid operation at that 
time—too many mastoids were being done either because of a 
fallacious plan of campaign or because of the timid interpreta- 
tion of the indications for mastoidectomy. I suspect the former, 


though the six operations done in children under 2 are » 
table, for at this age the operation is seldom n 
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the meatus. Treat the child and he will get well. Whe *ulline 
roar of welcome greets the doctor or a nurse on their ey 1, Au 
to the ward ears dry up ; when all is “ prunes and prisms” 2, Inn 
the children under 2 are allowed only the exercise of their ogy wheneve 
they will not. 

We know that by the time the children are well enough ff wards b 
run about no harm comes from throwing them all togete§ 4. Ho 
whatever the haemolytic streptococcus concerned. We leary 20 aural 
that at the special ear clinic at the Southern Hospital, which gf spirit la 
still an integral part of the organization for the treatment a dental 
otitis media in the fever service of the L.C\C., though it hy 5, The 
temporarily to be shut down when preparations were Degu bag on 
for the E.M.S. We saw it at Joyce Green, where Dr. Mit 6 
provided a ward for all the ear cases after the 21st day of dll cedure, | 

7 


charge, during which he had them all isolated in the bed yey . In 
to the doors of the ward. This was a reasonable compromlf air was 
between the two schools. Every one of those cases got yg fequent 
and not one operation was performed. I know how hammpi Whe? bk 
is “the procedure followed in bed-isolation wards,” where > 7 
child is “ restricted to his own bed area” and not allowed y ard 
associate with his little friends, because ears will not get wg Tee 
with that limited activity, and they hang on until the mid (1) The 
ear cleft becomes infected by the skin organisms and chronig) treatme: 
results with its otitic morbidity and life-time risk of off Often 
mortality. recurrec 

And now for recommendations (e) and (h). I doubt (4) No 
the modern nursing habit of pushing things into a baby'sm — 
is good ; certainly they should go no further than the intumd — 
area of skin where “ bogies” form. “ Discard jars” she of the 
not be used ; the scientific anti-cross-infection receiver is a smi discharg 
paper bag into which the pledgets and sticks are thrown, & oe 
mouth of the bag is then screwed up, and the whole thr ~ y 
into the flames. These streptococci can only have touched 
thumb and two fingers of each hand. Of course a nurse sho ris 
wash her hands. Sterile wool is unnecessary; it is also il * “ap 
because the sterilization breaks up the fibres and the vd ° 
adheres less well to the sticks so that the mops are more fi vod 
to be left in the meatus. Of course bedpans should be cleam xd jo 


but these contain the organisms of the alimentary canal, not 
the upper respiratory tract. Even in typhoid the organismal xen a, 
the ear is a haemolytic streptococcus. As to mugs, spoons, al 
forks being boiled, I agree as hospital equipment develops, tt 
no one has come to any harm from them when they have tes 
properly washed. The “ no-touch ” technique is not suitableit 
a mastoid wound. I have seen cases go wrong from a slat 
adherence to a stereotyped technique. It is the patient's aig. 
that matters, not the dresser’s. Keep it dry and don't lta 
touch skin where pinna and scalp meet. You cannot doi 
efficiently with two pairs of forceps. The child with his 
covered with toys and books is always a difficult one, tal 
deprive them of all toys and books is unkind. As one og 
correspondents on this matter says: “ You cannot put mom 
into a statistical table.” _ 

Barrier nursing I have already dealt with. There rem 
the question of sulphonamides. I think that every case of @ 
media with discharge should be given a course of sulphonamitl 
therapy. Not that it cures the otitis media, but it stopeag,, anny 
vasion in some cases where otherwise it would occur. But® ¥» 
nursé should not keep the patient from the upright pou 
and activity longer, than is essential. I do not agree 
“claymore therapeutics,” where time and time agai ® 
microbe is given hard hits that lay the patient low. i 
cases it was suggested that an operation must be nec 
because the drug did not cure the condition. The sister @ 
ward got the patient well in a few days by the method 
physiological activity that she had learnt in the specic? earé 
at the Southern Hospital.—I am, etc., 


T. B. Layton, 
Palermo. Otologist to the London Fever Service, 19 
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Fright retains its meaning for us too. What conditions it is the 
ue Teare Desert Treatment of Chronic Otorrhoea failure of the mechanism of apprehension to make the proper pre- 
ary. —To the recent correspondence on the treatment of paration including the overcharging of the systems first receiving 

Six, —T 
hings ic otorrhoea might I submit another line of treatment. the stimulus. In consequence of this lower degree of charging these 
ch adm SE high incidence of inflammatory and suppurative diseases systems are hardly in a position to bind the oncoming masses of 
=) of Ete ear, primary and recurrent, in the Middle East tempted excitation, and the consequences of the breaking through of the 
Which j ° letely new line of treatment, and the initial Protective barrier appear all the more easily. We thus find that 
vhich me to try a completely ; il th ° the apprehensive preparation together with the overcharging of the 
1 of ts have been almost dramatic. A © cases were treated receptive systems represents the last line of defence against stimuli. 
toilet gi 2 field hospital in the — under adverse conditions. The for a great number of traumata the difference between the un- 
Ww "E outline of treatment is as follows: prepared systems and those prepared by overcharging may turn the 
heir "1 Auriscopic examination and the condition noted. scale as to the outcome: with a trauma beyond a certain strength 
__ > Irrigation of pus, debris, and wax in all types of cases, and such a difference may no longer be of any importance. When the 
re whenever these are found, with solution of sodium bicarbonate dreams of patients suffering —_—" traumatic neuroses so regularly 
8} drachm to 1 pint of warm water. take them back to the situation of the disaster they do not thereby, 
eg: The patient holds the auricle upwards, outwards, and back- it is true, serve the purpose of wish fulfilment, the hallucinatory 
enough wf wards by extending his hand across “the vertex in the usual way. conjuring up of which has, under the domination of the pleasure 
| togetief 4. Hot air is blown into the meatus three times a day through principle, become the function of dreams. But we may assume that 
We lean an aural speculum by means of a Eustachian catheter heated over a they thereby subserve another purpose, which must be fulfilled before 
|, Which aff spirit lamp, and pumping is supplied by a Politzer bag. Initially the pleasure principle can begin its sway. These dreams are 
y a a dental hot-air syringe was used. attempts at restoring control of the stimuli by developing appre- 
tment ¢ ir feels “cold” to the patient after 20 pumps of the  hension, the pretermission of which caused the traumatic neurosis. 
igh it ha 5, The air d th Soe’ bef ed gen ag { They thus afford us an insight into a function of the psychic 
average, and the patient is instructed to say “cold” inte : 
cre begm as ok ceases to be warm. apparatus, which without contradicting the pleasure principle is 
t. Mitmal 6. I have employed 7 x 20 pumps three times a day, the whole pro- nevertheless independent of it, and appears to be of earlier origin 
lay of def cedure, including heating, taking from 3 to 5 minutes. than the aim of attaining pleasure and avoiding pain.” 

ni 7. In cases with copious discharge and resistant to treatment hot Any question of paradox, “the greater the apprehension the 


air was also blown through the Eustachian tube via a catheter, but 
frequently in cases with large perforations of the drum the air 
when blown into the ear was felt by the patient to enter the nose. 

8. Light plugs of wool inserted in the ear after each treatment. 

9. It is advisable for the operator to wear a mask. 

The chief points of interest found in the treatment were: 
% (1) The majority of the patients took a keen interest in the 
treatment. (2) The rapid disappearance of pain in acute cases. 
Often the patients would come and ask for a treatment if pain 
recurred. (3) Favourable response in very chronic cases. 
(4) No medicaments are used; therefore the treatment is 
economical. (5) By means of a bath thermometer the estimated 
temperature (dry heat) obtained is roughly 200° F. (6) Many 
® of the chronic patients remarked on the rapid disappearance of 

discharge and pain with this treatment as compared with 
| previops treatments. (7) In several cases recent perforations 
?— actually disappeared. (8) The cases were not chosen ones, and 


= ‘ where two ears were affected the more severe was treated by 
aan this method and the other with sulphonamide in glycerin (5%), 
7 “zmand in these cases the hot-air treatment gave better results. 
the " (9) In no single case was there complaint of burning sensation 
core lik during treatment. (10) Patients can easily be trained to carry 
ol "gout the hot-air part of the treatment on one another, and this 
“am Was actually the practice in my department.—I am, etc., 
al, ot C. J. Scotr 
Sans AR Kent Aural and Ophthalmic Hospital, Maidstone. Major, R.A.M.C. 
ani 
ren te War Neuroses after Psychological Trauma 


Sin—Air Commodore Gillespie’s description of Freud's 
wm account of the traumatic neuroses (May 12, p. 653) cannot be 
allowed to pass without correction. In the first paragraph deal- 
ing with this subject he quotes from Freud’s Beyond the 
st do fe Pleasure Principle (published 1920, translated 1922): “I think 
h his 2° May venture, tentatively, to regard the ordinary traumatic 
neurosis as the result of an extensive rupture of the barrier 

against stimuli.” At this point the quotation marks are closed 

i but he continues to quote verbatim: “In this way the old 
[naive] doctrine of ‘shock’ would come into its own again, 
apparently in opposition to a later and psychologicaliy more 
gmPretentious view, which ascribes aetiological significance not 
gim'0 the effect of the mechanical force but to the fright and the 
menace to life.” Here his quotation ends, but Freud goes on 
lo say, “but these opposing views are not irreconcilable, and 
psychoanalytic conception of the traumatic neurosis is far 
from being identical with the crudest form of the ‘shock’ 


ai mheory.” I can only quote Freud unabridged as it is so con- 
— sed. Air Commodore Gillespie’s quotation of odd sentences 
‘neces Om it, which comprises the next part of his paragraph, has 
onl hanged the original meaning. 


“While the latter [shock theory] takes the essential nature of the 

as residing in the direct injury to the molecular structure, or 
en to the histological structure, of the nervous elements, we seek 
9 understand the effect of the shock by considering the breaking 
hrough of the barrier with which the psychic organ is provided 
ec, AMPEainst stimuli. and from the tasks with which this is thereby faced. 


less the likelihood of developing a traumatic neurosis,” as sug- 
gested by Air Commodore Gillespie, is dispelled by this full 
quotation. 

In the next paragraph headed “ Simple Traumatic Neurosis” 
Air Commodore Gillespie states: “ The central feature of the 
classical traumatic neurosis has been the recurrent dreams which 
recapitulate the traumatic event. Freud (1922) made it the 
point of departure for his observations on the repetition-com- 
pulsion phenomena.” Continuing to quote from Freud where 
I left, off: “ This is therefore the moment to concede for the 
first time an cxception to the principle that the dream is a wish 
fulfilment ... they obey rather the repetition compulsion, 
which in analysis, it is true, is supported by the (not uncon- 
scious) wish to conjure up again what has been forgotten and 
repressed. Thus the function of the dream, viz., to do away 
with the motives leading to interruption of sleep by presenting 
wish fulfilments of the disturbing excitation, would not be its 
original one; the dream could secure control of this function 
only after the whole psychic life had accepted the domination 
of the pleasure principle.” So the dream by its development 
of apprehension can be regarded as a method of repetition com- 
pulsion to deal with the intruding stimuli. Freud discusses 
repetition compulsion in a paper (1919): “We are able to 
postulate the principle of a repetition compulsion in the uncon- 
scious mind, based upon instinctual activity and probably in- 
herent in the very nature of the instincts—a principle powerful 
enough to overrule the pleasure principle, lending to certain 
aspects of the mind their daemonic character and still very 
clearly expressed in the tendencies of small children.” In 
Beyond the Pleasure Principle he further elaborates his views 
on the subject, and demonstrates the part it plays in mastering 
painful experiences. Then he modifies his views on the dream 
as a wish fulfilment to bring them into line with this new dis- 
covery. (Vide quotation above.) Air Commodore Gillespie then 
continues: “It would not invalidate his [Freud's] speculation 
on repetition if this kind of dream were to be found to depend 
not on disturbance of the organization of the ego but on more 
primitive properties.” As I have just shown Freud does con- 
sider repetition compulsion to belong to that borderland be- 
tween physiology and psychology—i.e., the instincts. With 
regard to the traumatic dream itself, its outstanding character- 
istic is its exact photographic-like reproduction of the actual 
happening and is in no way whatsoever the result of any ego 
elaboration; this in itself places the dream in a different 
category to those of the pleasure principle, which are essentially 
ego elaborations, and, as Freud has shown (in my quotation 
above), are the result of disturbances in the ego. Air Com- 
modore Gillespie goes on to say, “ This type of dream may be 
regarded instead [italics mine] as a preservative phenomenon 
at the physiological level.” If instincts belong to physiology 


then this is exactly the argument which Freud advanced in 
Beyond the Pleasure Principle, and is generally accepted as a 
true statement by psychoanalysts.—I am, etc., 

Bishop's Stortford. 


D. N. HARDCASTLE. 
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Barris 
MEDICAL Journay 


Ovariotomy or Caesarean Section ? 


Sir,—I desire to express my gratitude for the sage and 
humane counsel of Mr. Victor Bonney (March 31, p. 459) and 
for Prof. S. J. Cameron's example (March 3, p. 307) of how 
to section a patient in bed when circumstances demand it. 

Mr. McIntosh Marshall (March 24, p. 421) is one of the 
pioneer exponents of local analgesia for Caesarean section. 
My regret is that I did not follow his lead sooner. Local 
analgesia is undoubtedly ideal. The relaxation of the ab- 
dominal wall permits one to discard retractors. The uterus 
contracts and retracts so beautifully that I am persuaded the 
blood loss is less than for normal delivery. I find that I have 
barely time to clear the mucus from the throat of the infant, 
which is usually born with its eyes wide open, and lay it between 
the legs of the mother before the placenta presents itself in the 
wound. Child and placenta tegether are handed to the nurse 
with instructions not to sever the cord until pulsations cease. 
This may be accomplished, using 1 in 2,000 nupercaine solu- 
tion, by bilaterally blocking thoracic nerves 8, 9, 10, 11,and 12 
each with 7 to 10 c.cm. anaesthetic solution and infiltrating 
1G c.cm. around each iliohypogastric nerve in its course through 
the internal oblique muscle from 3 to 4 cm. above to 2 cm. 
medial to the anterior superior iliac spine. When the abdominal 
cavity is open 5 c.cm. of the solution is infiltrated on each 
side of the bladder into the extraperitoneal tissue and 10 c.cm. 
beneath the peritoneum in the vesico-uterine excavation. To 
prevent the parturient being distressed by the theatre display, 
needle pricks, etc., she is given a subcutaneous injection of 
15-mg. omnopon or morphine before the operation (24 hours 
for preference, if time permits), and on the table she is kept 
from moving her limbs by the very lightest chloroform or 
vinesthene narcosis. Before she leaves the table the mother 
is shown her baby, and on her return to the ward she is given 
a cup of tea or ovaltine as she prefers, turned into Sims’s 
posture, and so to sleep. 

Post-operative nausea and headache are abolished and the 
improved well-being of the mother is very evident. Nupercaine 
is boilable and does not inhibit the action of the sulpha drugs— 
an important matter when operating on a patient whose mem- 
branes may have been ruptured for 24 hours, and who may 
have been examined repeatedly by unclean native midwives 
before admission to hospital. I would never revert to other 
types of anaesthesia except at the express desire of a patient 
or where a suitable local analgesic agent is unobtainable — 


I am, ete., 
F. R. W. KINKEAD ALLEN. 


Poona. 
Women in Labour 


Sir,—I have read the correspondence of Dr. Elam and others 
in your recent issues with great interest. It is yet another 
incident in the “ ever-since-Simpson ” controversy upon anaes- 
thesia and labour. Dr. Violet Russell mentioned my name in 
her contribution on April 28, and I am constrained to com- 
ment, apologetically, as my remarks may be considered to be 
irrelevant and her reference to my work misunderstood. 

It appears that the general consensus is that an anaesthetic 
must be given in labour or woman suffers unbearable pain. 
The assumption that normal labour is painful is erroneous. 
Surely painful labour is abnormal, or must we admit that the 
human race in order to survive is subjected to pathological 
adventure? Do scientific and biologically minded men, even 
though they may have no particular philosophy, really accept 
without question that the most desirable experiences of a 
woman’s life, and her obvious natural urges, are rewarded in 
their ultimate perfection by an ordeal of pain and danger? 

It remains: a fact, however, that labour is painful in the 
large majority of cases, particularly those attended by members 
of the medical profession. In the absence of primary physical 
abnormality, painful labours are due to abnormal emotional 
states. The pain-fear—-tension syndrome and its physical mani- 
festations cannot be fully discussed here, but I seriously urge 
obstetricians to inquire into this matter. The factors concerned 
with interpretation and intensification of sensory stimuli are 
important, because the mechanism of dilatation and expulsion 
depends upon them for their integrity. 

The emotional states of a woman in labour have varia- 
tions within normal limits without disturbing neuromuscular 


harmony or polarity. They are constant and amenable to care 
and treatment. Controlled emotional influences dispense with 
both the desire and the desirability for anaesthesia, Natural 
childbirth is not only free from unbearable discomfort, but 
attended by a pleasing and satisfying sense of accomplishmens 
—a reward of which many women do not wish to be robbed 
by enforced unconsciousness. There are hundreds—probably 
thousands—of women in this country who can testify to the 
truth of this statement, but they remain silent because they are 
happy in their own experience, and have no desire to be called 
lunatics or liars by acquaintances who have themselves been 
allowed to suffer. 

As I have written elsewhere: “It must be recognized that# 
and when emotional manifestations are abnormal, parturitigg 
becomes pathological, and’ requires treatment by Scientifig 
means as expeditiously as an obstructed Jabour. It is a serion 
complication, and one of the major causes of maternal 
morbidity.” 

Anaesthetic must always be available and ready for use. We 
all-should use it when pain threatens, but once natural pain- 
less labour has been witnessed without prejudice, anaesthesis 
becomes an emergency or adjuvant, instead of an adopted 
routine, for pain is recognized and treated as an abnormality, 
The difficulties that have strewn the path of this teaching 
almost unbelievable when such a prize is at stake as the abo 
tion of the fear of childbirth. But we are a conservative pro 
fession, and demand numbers, statistics, and controls befo 
accepting innovations contrary to orthodoxy. 

Students have only recently been instructed in the emotion; 
influences of pregnancy, and their curriculum must conform 
to the requirements of examiners. I recently had the privilege 
of visiting a number of the universities in the British Isles, and 
found that, with few exceptions, the organizations and structure 
of the maternity teaching hospitals make educational changes 
difficult, and until these obstacles can be overcome we must 
expect painful labour and the general use of anaesthetics— 
I am, etc., 

Woking. 


GRANTLY Dick READ. 


Smr,—TI have read the letter by Mr. John Hamilton (May 19 
p. 714) with interest. The psychological aspects of childbirth 
and its related processes, such as lactation, have been largely 
ignored and the average labour is by no means necessarily 
normal one. I agree with Mr. Hamilton's recommendation that 
the suggestive word “ pain ’’ would be better replaced by the 
innocuous term “contraction.” Furthermore, the relieving of 
muscular tensions would help to attain “a calm conduct of the 
ante-natal period” and of the labour itself. This subject has 
been described in detail by Jacobson (Progressive Relaxation, 
1938) and has been used in pregnancy and parturition by 
Grantly Dick Read (Revelation of Childbirth, 1942). 1 would 
add that this method has also been found useful in hyper 
tension and for sleeplessness, and might have been mentioned 
with advantage in the reply to the question on insomnia (p. 722} 

Too little attention is paid to the psychological aspects of 
general anaesthesia also. I have known hospital sisters 
enter the theatre with a cry of “Nurse! You've forgotten ® 
bring the vomit bowl,” while I have been attempting a peaceful 
induction.—I am, etc., 

Sheffield. R. O’RAHILLY. 


Infant Deaths 


Sir,—The letter of Dr. T. B. Sellors (April 28, p. 607) cor 
tains the fantastic suggestion that “ swaddling ” is necessary ® 
order to restrict a baby’s natural movements “to ensure re 
which is one of the essential needs of early animal life.” Wi 
should the human infant be subjected to such maltreatment? 
Newly born lambs and other very young animals are bursting 
with energy and require no swaddling or binding to restrict 
their healthy and vigorous movements. Nature makes pi 
vision for some freedom of movement before birth by floating 
the child in liquor amnii. Abdominal paracentesis of the pmr 
nant uterus has been shown to be practical for certain radie 
logical investigations, so why not interfere still further wil 
Nature and perform a paracentesis regularly during pregnaie 
and drain off liquor so that the uterine muscle can caress os 
“ swaddle ” and inhibit the movements of the growing babe 
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Dr. Sellors’s reference to swaddling as “a universal custom 
from time immemorial ” set me searching for references in many 
pstetric textbooks and books on paediatrics both British and 
American, but with no success, That massive work on Woman 
by Ploss and Bartel made no reference to the care of the baby. 
[ had no success with the Encyclopaedia Britannica, but the 
New-Born Baby by Dr. Eric Pritchard proved of great interest 
snd gave quotations well worthy of repetition. 

Dr. Pritchard refers to infants’ clothing which “ fulfils the 
necessary conditions of comfort, warmth, economy, cleanliness, 
facility for free movement, and skin activities.” There is a 
delightful chapter on nursery fallacies. He says: “ Many of 
the most egregious nursery practices find their sanction in 
antiquity, and owe their perpetuation to the conservative 
adhesion to authority which is shown by even the greatest of 
the masters of medicine ... who, each in turn, followed 
blindly in the footsteps of his predecessors.” He quotes from 
Dr. George Still's work on the History of Paediatrics, which 


] have not seen: 

“First as regards binders. These monstrous inventions, which in 
modified and mitigated form have survived until the present day, 
originated in the dark periods of medicine when ‘ swaddling ’ along 
with ‘salting’ was regarded as an essential part of the hygienic 
ritual of the newborn (Galen, a.p. 130).” In 1472 Paolo 
"E Bagellardo “ gave full details of the method of binding up the arms, 
body, and legs of newborn babies, so that the child might be pro- 
perly shaped . . . to the end that the baby should not become a 
hunchback, ‘but be properly pressed into shape.” He quotes 
Mauriceau (1668): “* Let his [the baby’s] Arms and Legs be wrapped 
in his bed and stretched strait and swathed to keep them so, viz., 
his Arms along his sides and his Legs equally both together with a 
little of the bed between them that so they may not be galled by 
rubbing one another: after all this the Head must be kept steady 
and strait with a stay fastned on each side the Blancket, and then 
wrap the Child up in Mantles or Blanckets to keep it warm. He 
must be thus swaddled to give his little body a strait Figure, which 
is most decent and convenient for a Man and to accustom him to 
keep upon the Feet, for else he would go upon all four as most 
other Animals do."” Again he quotes the English physician, William 
Cadogan, who wrote in 1748: “ The first great mistake is that they 
think a newborn infant cannot be kept too warm: from this 
Prejudice they load it and bind in with Flannels, Wrappers, Swathes, 
Stays, etc., commonly called Cloaths, which altogether are almost 
equal to its own Weight.”” John Cooke, another Englishman, wrote 
in 1769; “If they were not swathed, but allowed as much freedom 
as puppies, it would be much better for them, as I have shown in 
former discourses on the cause of the surprising mortality of infants 
under two years of age.’ Dr. Pritchard finishes this section with 
the comment : “ Binders, long clothing, tight shawls and other impedi- 
ments to free movement, by hampering muscular action, delay the 
general development of the body as a whole, encourage weak backs, 
spinal curvatures, and pot belly, and by restricting the expansion of 
the abdomen predispose to inguinal hernias.” 

No doubt the Association of Maternity and Child Welfare 
Centres has done much to rationalize clothing for the new- 
born baby, but all this can be of little benefit if a final firm 
blanket is securely wrapped and fixed to immobilize the hapless 
infant. In my experience it usually is a firm blanket and not 
i loosely knitted shawl lightly applied. No one suggests that 
the object of this tight wrapping is to deform the child, as in 
producing the tiny foot of a Chinese lady or the distorted skull 
of the Incas; the reason, I am told, is to prevent thumb-sucking. 
What a penalty! 

Before writing my original letter (April 14, p. 529) I made 
certain inquiries which lead me to believe that tight wrapping 
was “ widespread ” and not merely a local atrocity which had 
come under my notice. Dr. Sellors’s letter is mostly irrelevant 
and he endeavours to side-track the issue, but I'am more than 
ever impressed with the extreme importance of this matter. 
Several national and provincial papers printed extracts under 
such headings as “ Babies Tucked up too Tightly,” and although 
this publicity has not improved the cordiality of certain mem- 

of the nursing profession toward me I believe some little 
wood has been achieved. John Cooke's observation quoted 
above is worthy of special note. 

hope paediatricians whose status -will command respect will 
make some definite pronouncement if their experience is similar 
© mine, and that many doctors who are competent to judge 
will play their part in investigating my “ mischievous belief ” 
and helping to prevent further waste of life.—I am, etc., 


Hoddersfield. S. H. Wappy. 
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Bread and the Bowels 


Sirn,—The Journal of March 17 has just reached me and I 
was interested to read the report of the Nutrition Society on 
bread (p. 379). For the past five years my family and I have 
been stationed in the centre of India at a railway junction. 
Owing to the absence or hich price of imported (and trans- 
ported) goods, we have been compelled to eat those foods 
which are grown in the district. The grain, vegetables, pulses, 
fruit, etc., mostly come to us from within a radius of 50 miles 
or so. The basic diet of the district is wheat, dal (lentils), 
spinach, to which for the more wealthy may be added milk, 
butter-fat, and rice. 

It has been our custom to buy a bag of wheat at harvest- 
time, and from this during the ensuing year quantities are taken 
as required and ground in the local “ punchukki.” The flour 
so obtained is made into leavened wholemeal bread or into 
chuppatties. A special hard wheat is also used to make a very 
palatable porridge. The flour obtained from the “ punchukki ™ 
is 100% extraction, and from this the cook picks out the coarser 
particles but no more. This high-extraction wheat flour, then, 
has been the basic diet for us and our children for the past 
5 years, and we consider that it has been on the whole very 
beneficial. Its most obvious and rapid effect has been on the 
bowels: two normal movements a day (except perhaps in the 
hottest weather) have been the rule as with the healthy Indians 
around us (an Indian who gets only one movement a day usually 
considers himself to be rather constipated). 

For those liable to diarrhoea (convalescence after dysentery) 
and perhaps in some children under 2 years this high-extraction 
flour may be too coarse. For a healthy adult I would suggest 
that the best form of wheat for the table was a well-made fresh 
chuppatty with butter—better than white bread for the general 
health, perhaps better than leavened bread for the teeth, and 
having with butter a pleasant enough taste to make jam un- 
necessary. However, Britain will never adopt chuppatties, and 
in any case the “ double roti” saves the housewife considerable 
trouble and time. 

The first important point I would like to make is that I be- 
lieve (correct me if I am wrong) that in these coarse diet, wheat- 
eating areas of India duodenal and gastric ulcer, appendicitis, 
etc., are fairly uncommon (in spite of the chillies). I think you 
would find cancer of the stomach also low, but as I have,no 
Statistics before me I will not press the point. The second 
point is that 1 believe if given the choice the vast majority of 


the British people would choose white bread to brown; they’ 


certainly would have done pre-war. As a vehicle for jam 
white bread is very pleasant. The third point is that unless 
bacon and eggs are as good for the bowels as high-extraction 
wheat flour what is lost upon the roundabouts by milling is not 
gained upon the swings by eating eggs and bacon. The fourth 
point is that with the coming of peace, and the availability again 
of large amounts of jam, chocolate, lollypops, and other kinds 
of sweets, wholemeal bread will be more, not less, necessary 
for the health of the population.—I am, etc., 
Itarsi, C.P., India. M. L, 


“ Bread—Defeat and Victory ” 

Sir,—Sir Ernest Graham-Little (May 26, p. 750) writes, 
“. ... it may profitably be noted that Russian soldiers have 
won their resounding victories on a diet mainly composed of 
whole-grain bread.” Our gallant ally Soviet Russia first re- 
treated then advanced on whole-grain bread. Our enemy 
Germany, on the same bread, as a corollary, first advanced 
then retreated. With such perfectly controlled experiments, it 
is difficult to see why Sir Ernest should consider there is a 
causal relationship between “intake of bran” and “ output of 
victories.”"—I am, etc., 


London, W.1. 


Chlorine Inhalation for the Common Cold 

Sir,—Some years ago I was impressed by two patients who 
accidentally inhaled chlorine while suffering from colds, and 
whose colds promptly ‘recovered. I found that I could invari- 
ably abort my own colds by inhaling small quantities of chlorine 
gas, and, in fact, have not had a cold since I adopted this 
method two years ago. But I was doubtful if the mucous 
membrane would stand the insult. However, after being re- 


J. DouGtas ROBERTSON. 
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reassured 6b; an eminent laryngologist that ciliated epithelium 
could regenerate in four days, I decided to try chlorine as a 
cold cure among the workers in a small factory engaged on 
important war work, where absenteeism from colds interfered 
with production. 

The method adopted has been to add 30 minims of HC! fort. 
to about 2 drachms of pot. chlorate in a dry 8-oz. bottle, allow 
to stand stoppered for 15 minutes, and add water gradually to 
dissolve the chlorine. The victim is persuaded to attend the 
first-aid room once an hour, when the unstoppered bottle is 
held under his nose, and he must sniff sufficiently hard to make 
him cough. On the first occasion he is given 5 grains of aspirin 
and a tablet of benzedrine to clear his head. 

All those who volunteered to be treated in this way were 
sufficiently relieved to continue the treatment with enthusiasm. 
None took longer than three days to cure; most took one or, 
at most, two days. In January, February, and March this year 
62 people with colds were so treated, and between them lost 
only one day's work. The sceptics, who did not attend, in 
some cases stayed at work with their colds, but 13 people 
stayed away, sending medical certificates that they had colds, 
and between them they lost 44 days of work. The total popula- 
tion at risk averaged 225. I have had no complications, such 
as sinus infection or bronchitis, in any of the treated cases.—I 
am, ete., 


Ashiead, W. EDWARDs. 


Sulphonamides in Pus 


Sir,—It seems to be a generally accepted clinical rule that 
sulphonamides are inactive in the presence of pus. (Local 
treatment [of otitis media] by sulphonamides is irrational 
because ... the drug... is inactivated by pus (Journal, 
April 29, p. 617). In October, 1944, we were anxious to obtain 
a culture of the gonococcus to make antigen for the comple- 
ment-fixation test. We chose—for culture on citrated rabbit's 
blood agar—urethral pus containing many gonococci, demon- 
strable by Gram-stained smears, showing a minimum of con- 
taminating bacteria, and taken from recently infected persons on 
their first diagnostic visit. All our cultures were negative. We 
made a number of attempts, using media in triplicate, but to 
no effect. In spite of the well-knawn difficulty of growing 
gonococci these results were so different from our previous 
experience that we made inquiries as to the nature of any treat- 
ment undergone by the patients before we had seen them. We 
found that they had all been taking sulphathiazole—6 g. a day 
for twenty-four hours—before attending the laboratory. After 
learning this we treated our media with procaine (novocain)}— 
para-aminobenzoic acid being unobtainable—and then found 
that our media supported the growth of gonococci, even though 
the patients continued as before with their sulphonamides. 

It is claimed that this experience demonstrates the effective- 
ness of a sulphonamide even in the presence of pus, since the 
sulphonamide present as a contaminant in the pus prevented 
growth of susceptible organisms until neutralized by a P.A.B. 
substitute. 

One of my assistants—Mr. A. Hodgson, F.I.M.L.T.—sug- 
gested this use of procaine.—I am, etc., 

FRANK MARSH. 


Artificial Respiration 

Sir,—May I reply tersely to three recent criticisms in your 
columns? 

(1) I had stated, “1 am permitted to say that the proportion 
of successful resuscitations in the Royal Navy has increased 
since the rocking method was adopted.” To this the Royal 
Life Saving Society replied (April 28, p. 618): “... We are 
given to understand on good authority that rocking methods 
are not being used in the Navy.” Needless to say I could not 
have made this public statement unless the information was 
authentic and official: this has subsequently been confirmed. 

(2) Dr. Clark Noble (May 5, p. 643) fails to see my point 
that—in a toneless victim lying prone in Schifer’s or the rock- 
ing methods—the upward thrust of the ground (or stretcher) 
immobilizes the ribs and anterior abdomen so that artificfal 
respiration is effected almost only by the piston action of the 
diaphragm. (Anyone can feel the truth of this by lying prone 
on the floor.) Hence, if with approaching death in asphyxia 
the diaphragm also loses tone, Schiafer’s method would be in- 


effective but the rocking method unimpaired. Dr. Noble 
cludes by saying that Schifer’s method is the most satisf 
Yet surely he has read that in all the recent quantitative test 
Schiifer’s method has taken the last place, not the first 

(3) Surg. Rear-Adml. Cecil Wakeley (May 19, p. 712) quotes 
two distressing cases in which underwater explosion had 
caused perforations in the bowels. He blames the rockj 
method for causing wide escape of faeces, making OPeratiog 
hopeless. But what were the poor first-aiders on the Tescue 
trawler to do? If breathing had stopped, death would Quickly 
follow unless they promptly started artificial respiration, 
Schifer’s method would have been as bad as rocking ip 
forcing faecal material through perforations, Perhaps wor 
Silvester’s method is not admissible in blast cases because the 
lungs may be injured. Mouth-to-mouth inflation is the 
harmless method in blast, but this is rarely taught (except fg 
newborn babies) and the admiral omits to suggest it. Henge 
these two cases are not evidence that rocking has mop 
contraindications than Schifer’s method ; the reverse opinion 5 
generally held. 

The menace of the present situation (revealed in all thre 
letters) is the false but tempting doctrine that Schiifer’s method 
is invariably the best and all-sufficing. This saves instructors 
and administrators much thought and trouble but prevents aj 
progress. Thank goodness, the Royal Navy in 1942 had t 
courage to point out the imperfections and bad overall resy 
of Schifer’s method (though useful when single-handed or 
a prompt preliminary to rocking). Ever since they have acte 
as pioneers towards more effective methods. For this gre 
task they have the finest facilities—teachers and taught an 
rocking devices in the same ship. The aid of this Journal } 
also been invaluable though impartial.—I am, etc., 

Hull. FRANK C. Eve, M.D., F.R.CP. 


PS.—Prof. R. R. Macintosh (May 26, p. 747) considers that 
as regards pulmonary ventilation, any method if given efficiently 
will probably suffice unless the patient is already dead. Bu 
this omits the great factor of circulation, which may decide th 
issue and in which the rocking method has shown its superiority 
both experimentally and theoretically. And obviously, no om 
could tell whether a border-line case was already dead (iz, 
unrevivable) unless the best method had been tried propery 
and failed.—F. C. E. 


The Child’s Acquisition of Speech 


Con- 


Sirn—In her article on the child’s acquisition of speed 
(May 19, p. 707) Dr. Mary Sheridan refers to so many sources 
of information besides her own interesting observations thi 
it is all the more disappointing that in her closing remarks @ 
“speech therapy” she leaves the reader with the impression 
that failure in the development of speech in the young chill 
only needs investigation from the point of view of mental ® 
tardation or organic hearing defect. Not infrequently, how 
ever, it is conditioned by emotional conflict. There may bem 
hearing defect, and speech therapy is in some cases found ® 
be useless or inadvisable before the emotional difficulty hs 
been adjusted. 

\ In the case of a 4-year-old boy under my care with gros 
emotional disturbance, speech is returning parallel with resolt 
tion of the emotional conflict—I am, etc., 

London, W.14. J. E. Mackwortl. 


Final M.B. of London University 

Sin,—There are people who consider that by allowing! 
candidate to take the final M.B. in separate parts the 
is lowered. After a long experience as an examiner, I am o® 
vinced the opposite is the case. When a candidate is oblige! 
to take the two parts together and does well in one subject t& 
examiners in the other subject (who are always humane) # 
liable to be persuaded to let him through the second subpa 
although he is definitely below standard. f 

It is true that some candidates find it easier to attain & 
high standard of the M.B. by taking the parts separately, & 
is there really anybody against this, provided that he does 
that standard? I can find no evidence that a candidate 
takes the parts separately will forget what he has learnt # 
quicker.—I am, etc., 


London, W.1. MALCOLM DoNALDSO® 
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Housing the Returned Consultant 

$in,—There are a few of us, now well advanced in the fifth 
decade of life, who in September, 1939, when we joined the 
Army uninvited, were serving on the honorary staffs of one or 
more of the London teaching hospitals. By virtue of our age 
and military service we have been led to hope for release from 
the Army in the near future. Our only means of living, before 
being caught in the net of a State medical ‘service, is to subsist 
on the scanty ruins of our pre-war practices. Both custom and 
necessity urge US towards that citadel of consultants (and others) 
situated between Oxford Street and Marylebone Road. I am 
informed by a number of house agents who operate this area 
that consulting-rooms and living accommodation are impossible 
to obtain, and that for some rooms there is a long waiting 
list. One agent said despairingly, “ There is Major-Gen, —— 
a major-general, no less, coming home and we have nowhere 
to put him.” So there would seem to be little hope for those 
of us of slave rank. Rents are fantastic and Central Europeans 
abound in this chosen land. Perhaps éventually there may be 
an exodus of these foreign bodies directed by persuasion or 
compulsion to meet the medical needs of Germany, with which 
the R.A.M.C. are now contending. Many of us hope this may 

$0. 
ce the meantime could it be suggested to some benevolent 
medical body that a few houses be requisitioned for ex-Service 
consultants and specialists where rooms could be let at reason- 
able rents in which we could see our few patients and enjoy 
a sense of liberty and professional independence, at least for 
a time. The alternative seems to be to acquire a Nissen hut 
in the wastes of Regent's Park.—I am, etc., 


H. B. M.D., F.R.CS., 
Major, R.A.M.C. (T.A.). 


Indications for Adrenalectomy 

Sir,—In your issue of May 19 two cases are recorded of 
adrenal virilism associated with mental changes treated by 
adrenalectomy. The first case (Clifford Allen and Broster, 
p. 696) showed a progressive schizophrenic psychosis and in- 
creased body hair growth with a “thick down” on cheeks, 
chin, and upper lip. There is no mention of the fact that the 
hirsutism was especially disfiguring or that the patient herself 
was sensitive of her appearance, and, indeed, if I interpreted 
the paper correctly, the psychosis and not the adrenal virilism 
was the main indication for adrenalectomy. The second case 
(Raymond Greene, Paterson, and Pile, p. 698) showed mental 
symptoms described as a “tense hypochondria,” for the de- 
velopment of which there would seem to have been adequate 
domestic reasons, such as an alcoholic husband, an invalid 
mother suffering from hysterical fits, and a son whose asthmatic 
attacks often disturbed his mother’s sleep. Subsequently acne 
and an inordinate growth of hair appeared. In this case the 
primary indications for adrenalectomy seem to have been the 
adrenal virilism, the rise in 17-ketosteroid excretion from 21 to 


B.L.A. 


33.8 mg. a day, and the fact that a second perirenal insufflation . 


gave an illusory appearance of increase in size of the left 
adrenal. In both cases removal of a normal-sized adrenal gland 
led to disappearance of the mental symptoms and improve- 
ment in regard to the hirsutism—“ her hair could be easily 
pulled out” (Allen and Broster); gradual disappearance of the 
facial hair which had not been shaved, and no sign of further 


hair gtowth either on the shaven or unshaven areas (Greene 


et al.), 

The publication of these two reports raises the question of 
the indications for adrenalectomy. Everyone would agree that 
in the presence of good evidence for the existence of an adrenal 
cortical tumour (such as palpation or visualization of the 
tumour, or an elevation of the 17-ketosteroid excretion to the 
region of 100 mg. a day) removal is essential and is usually 
followed by the disappearance of the virilizing features. 

The indications for the removal of a normal-sized adrenal 
gland, however, are open to argument. It would, I think, be 
the opinion of those who have had experience of the treatment 
of superfluous hair in women that such an operation does not 
usually result in the cessation of growth of the offending hair. 
Indeed this impression is borne out by Broster himself, and he 
is undoubtedly the most distinguished exponent of adrenalec- 
tomy in this country. In his book The Adrenal Cortex and 


Intersexuality 28 cases of hirsutism without adrenal cortical 
tumour in which he has performed unilateral adrenalectomy 
are tabulated. Of the 10 cases in which the condition of hair 
growth at “follow-up” 4 months or more after operation is 
recorded, one only was apparently completely cured (“ face 
free from hair” 9 months after operation). In the other 9 
depilation was still necessary, though the hair “comes out 
easily.” It would appear, therefore, that hirsutism by itself is 
not an adequate indication for removal of a normal-sized 
adrenal. 

An elevated 17-ketosteroid excretion has been referred to 
in both the papers under discussion. At present, however, not 
enough is known about the normal range of 17-ketosteroid 
excretion to justify drawing conclusions as to the significance 
of values in the region of 30-40 mg., other than that they sug- 
gest that the adrenal glands are more active than normal—a 
suspicion which the hirsutism itself will have already established. 

The pitfalls of perirenal insufflation, a procedure not com- 
pletely devoid of risk, are brought out by the experience of 
Raymond Greene and his colleagues. Either this method of 
visualizing an enlarged adrenal or evidence of displacement of 
the kidney as provided by intravenous pyelography may, how- 
ever, greatly assist in locating a suspected tumour after a very 
high 17-ketosteroid excretion has shown its existence to be 
likely. 

There remain, therefore, only the psychological changes to 
be discussed as an adequate indication for unilateral adrenalec- 
tomy. Allen and Broster in their paper point out that they 
are recording the fourth case of schizophrenic psychosis asso- 
ciated with adrenal virilism, and that adrenalectomy should 
always be considered in this rare syndrome. Allen goes further, 
and indicates (in Broster’s book) that many cases of adrenal 
virilism are associated with “abnormal sexuality” (e.g., auto- 
sexuality or homosexuality), and claims that “ correction of the 
adrenal factor may lead to the restoration of normality.” It 
may, therefore, be that adrenalectomy may come to be used 
as yet another héroic method of psychiatric treatment (like pre- 
frontal leucotomy), concerning the justification for which I am 
quite unqualified to express an opinion. 

Let us, however, be clear about one thing, and this is not 
stressed either in Allen and Broster’s paper or in that of Greene 
and others—namely, that there is at the moment no evidence 
to show that removal of one normal-sized adrenal gland is 
justified in a woman with superfluous hair who does not show 
an “abnormal sexuality,” a schizophrenic psychosis, or a 
“tense hypochondria.”—I am, etc., 


London, S.E.1. P. M. F. BisHop. 


The Services 


Col. (Acting) G. M. Warrack, R.A.M.C., has been awarded the 
D.S.O., and Capt. (Temp.) B. C. Montague, R.A.M.C., the M.C., 
in recognition of gallant and distinguished services in North-West 
Europe. 

Capt. H. A. Cole, R.A.M.C., and Capts. M. Lerner and S. 
Worobetz, R.C.A.M.C., have been awarded the M.C. in recogni- 
tion of gallant and distinguished services in Italy. 

Capts. A. C. V. Jones and E. H. Williams, R.A.M.C., have been 
awarded the M.C. in recognition of gallant and distinguished ser- 
vices in Burma. 


Safe and well in Rangoon.—Lieut.-Col. (Acting Colonel) K. P. 
MacKenzie, R.A.M.C. 


CASUALTIES IN THE MEDICAL SERVICES 


Killed in action.—Capt. William Donald Wilson, R.A.M.C. 

W ounded.—Lieut.-Col. G. E. Ord; Major B. McN. Truscott; 
Capts. J. W. Macmillan, M.C., H. R. Thomson, and W. H. MeN. 
Wilson; War Subs. Capts. L. E. S. Coghlan, C. K. Hirson, 
G. Houseman, and H. M. Jones, M.C.; and Lieut. H. Holden, 
RAMC. 

Acting Squad. Ldr. Norman died on May 10 of 
injuries received in an accident in N.W. Europe. He was born in 
May, 1915, studied medicine at Guy's Hospital, and qualified 
M.R.C.S., L.R.C.P. in 1939. He held house appointments at 
Belgrave Hospital, the Seamen’s Hospital, Greenwich, and King 
George’s Sanatorium, Liphook, and was appointed to a commission 
in the Medical Branch, R.A.F.V.R., in May, 1941. 


= 
| 
Oble Con 
| 
testy 
2) quote 
sion had 
TOcking 
Operation 
Ne Tescye 
d quickly 
Spiration, 
cking in 
wore. 
cause the 
the only | 
Xcept for | 
- Hene 
as More 
inion 
$ method 
vents al 
had the | 
ll result 
led or 
ave acted 
his 
ught and 4 
urnal 
a 
Jers that, 
ad. Bu 
ecide the 
iperiority 
NO om “4 
ead (it, we 
property 
f speech 
ons that 4 
1pression 
ental re- 
ly, how 
vulty has 
ith gros 
h resolv 
VORTE. a 
standan Cr 
bject th 
ane) aft 
| subject 
ttain & 
tely, 
es rest 
late we 
arnt 


“who had baled out. 


JUNE 2, 1945 


OBITUARY 


MEDICAL Journy 


Obituary 


H. E. DUNNING GALE, M.B., B.S. 


Surg. Lieut. Dunning Gale ended his life, aged 35, as a Marine 
Commando in the bitter struggle on the beaches of Dieppe in 
August, 1942. For over two years he was posted as missing, 
and news of his death has only recently come in. 


Born in Monmouthshire on April 26, 1907, the preparatory school 
to which his parents seni him played a large part in shaping his 
career, for the family fortunes were in a poor way at that time and 
the headmaster took upon himself the education of two of the three 
Gale boys by coaching them privately before and after they had 
left his school. Fifteen years later, when Dunning was discussing 
his work as a doctor, he would seldom forget this debt that he 
owed to his old headmaster, Frank Barton. 

Gale entered Bart’s in April, 1927, and from the first his keenness 
for the scientific and laboratory side of medicine was apparent. In 
1934 he was doing original work with Graham Weddell on changes 
in the blood-sugar level associated with surgical operations; work 
that was published, soon after he qualified, in the British Journal 
of Surgery. During his appointments as casualty house-physician 
at Bart’s, and as house-physician to George Graham, his tough and 
stocky figure was well known about the hospital. With Graham 
“he found he could blend his love for the laboratory with his interest 
in clinical medicine, and many were the nights one can remember 
when he was doing blood-sugar estimations long after the other 
residents were in bed. This was one of the happiest years of his 
life. His heart was in research, and for this his enthusiasm, patience, 
and thoroughness stood him in good stead. Under the late Prof. 
H. H. Woollard, F.R.S., and Prof. W. J. Hamilton, Gale at first 
enjoyed his anatomical work as demonstrator. He liked teaching 
and he was a good draughtsman. Prof. Hamilton writes: “ In the 
transfer of the anatomy department from the hospital side to the 
new department in Charterhouse Square, Gale gave valuable service. 
In spite of heavy teaching duties in the department he found time 
to do research. He was particularly interested in tissue culture and 
had made progress in the developing of a technique for the growth 
of nerves in vitro. I always found him to be a very helpful and 
loyal colleague, ready and willing to give of his best. By his 


untimely death the medical profession has lost a young man of . 


great ability and promise.” After three years in the anatomy de- 
partment Gale found that “teaching was not enough,” His heart 
was in medicine, in his biochemical laboratory, and in clinical re- 
search; and in September, 1938, he resigned his appointment as 
demonstrator, and to everyone’s surprise, except those who knew 
him well, he put his plate up in general practice in Bolton Gardens, 
S.W.10. Here, once more, he was happy. In‘a few months he 
equipped a clinical laboratory that was the envy of his colleagues, 
and in one short year he must have done more first-class clinical 
biochemical work than has ever been done before by a general 
practitioner. Single-handed, he carried out blood-urea, alkali-reserve, 
blood-sugar, and serum-protein estimations, urea clearance tests, 
and many others, often working at them late at night, on top 
of all the manifold tasks @emanded of him by a busy panel and 
private practice. His patients recognized at once that here was a 
oung doctor out of the ordinary, with a good training, with modern 
ideas, and with first-class equipment, and many came to seek his 
advice. Those of us who were privileged to look after these patients 
when Dunning Gale was away, or after he had joined the Navy, 
knew what his patients thought about him, and about his keenness 
to give even the most humble of them—in their homes—the best 
that modern medical science could offer. It was his ambition to 
show that many uncomplicated laboratory investigations not only 
could but should be carried out by the practitioner himself. He 
believed that the future of medical practice lay in the more fully 
trained practitioner investigating fewer patients more thoroughly. 
Gale joined the R.N.V.R. in 1940. He was stationed on the 
South Coast during the Battle of Britain, and at this time he often 
used his car to rush to crashed machines, or to the aid of pilots 
Many times he was the first on the spot. 
When the call came for volunteers for the Marine Commandos, Gale 
offered his services, and so he came to be on the Dieppe raid. We 
are told by a comrade (who was, unti! recently, a prisoner of war) 
that, at the height of the fighting on the beach, Gale had a chance 
of getting back but he decided to stay with his wounded. Later he 
ran out from cover across a fire-swept beach to some wounded 
Canadians at the edge of the water, and there he met his gallant 
death. Of him we shall remember most clearly his enthusiasm in 
his professional work, his ready laugh, his deft fingers and fondness 
for “ gadgets,” his laboratory with its shelves of bottles, his micro- 
scope, his scientific outlook, and his loyalty to his friends. There 
are many who will feel in his death a particular loss. ae 


Dr. ELtiotr BEVERLEY STEEDS-BirD, well known as a radio. 
logist in the Portsmouth area, died at Southsea on Ma 
aged 64. He was educated at Cheltenham College and Ty be 
College, Dublin, qualifying L.R.C.P.&S.1. in 1903. After hold. 
ing resident posts in Dublin he obtained the L.M. of the 
Rotunda Hospital in 1907. He served throughout the last 
was mentioned in dispatches four times, and received the DSO 
in 1917 and the Territorial Decoration, and the Croix de Guem 
Frangaise, retiring with the rank of lieut.-colonel, RAMe 
He was proud of the fact that he went to France with the § 
Territorial contingent and was the first Territorial MO P 
command a regular field ambulance. Before his pre. 
ment as honorary radiologist to the Royal Portsmouth 
Hospital and the War Memorial Hospital, Gosport, Dr. Steeds- 
Bird had held the same post at the Royal West Sussex 
Hospital ; he was also consultant radiologist to the Petersfielg 
and Emsworth Cottage Hospitals. He joined the BMA 
in 1910, was secretary of the Section of Radiology ang 
Electrology at the Portsmouth Meeting of 1923, and was elected 
a Fellow of the Faculty of Radiologists in 1939. His Principal 
recreation was sailing, and he belonged to the Royal Albert 
Yacht Club, Southsea, and the Royal Portsmouth Corinthias 
Yacht Club. Gardening and mechanics were also pursuits he 
enjoyed in his scanty leisure time. By his death the medical 
profession in Portsmouth has suffered a severe loss. His col. 
leagues looked upon him as a true friend to whom they could 
always turn in trouble. During the war he was greatly over- 
worked, owing to the absence of one of his partners in one 
of the Services and the enormous strain of extra duty among 
casualties both before and after D-day. A partner writes: 
Close personal and professional association with Beverley 
Steeds-Bird has been a great and rare privilege. Recent 
anxious and difficult years illuminated by his courage and com 
radeship became a precious experience, not to be missed, leaving 
happy memories. His never-failing sense of fun did much to 
lighten heavy work, and at times made even air raids almost 
enjoyable. Though one saw him every day, he never left the 
house but that one found oneself looking forward to his retum, 
It has been easy to understand why he had a distinguished 
record as a soldier in the last war ; easy to see why the nurses 
in his department at the hospital looked forward to his visits 
It will not be easy to fill the gap caused by his departure. 


Dr. RoBert STEWART Park, of Grove House, Paddock, 
Huddersfield, died with painful suddenness on May 13 whi 
on a fishing holiday at Masham in North Yorkshire. Qualifying 
in 1908 at St. Andrews, he had been in practice for a few yearn 
at Silloth, interrupted by war service,-and then in 1919 he 
settled in Huddersfield, where he speedily gathered a large circk 
of patients and conducted a very successful practice for 2 
years. Although he took no part in public life, he was chair 
man of the Huddersfield Local Medical and Panel Committee 
for 13 years and on several occasions was the representative 
at the Annual Panel Conference. He was also chairman of 
the Huddersfield Division, B.M.A., and a prominent member of 
the Scottish societies which are features of English towns and 
cities. His wise counsel and natural Scottish caution were 4 
great asset to the town, and he served with distinction on th 
Local Medical War Committee during the whole period of the 
European War, and was the most prominent member of the 
medical bureau, dealing with the accounts for evacuated 
children. His memorial service was attended by most members 
of the profession in the town, and his presence at medical 
gatherings will be sorely missed.—W. H. S. 


Dr. HERBERT SHARPE, for twenty-one years medical super 
tendent of Ware Park Sanatorium, Herts, died suddenly # 
Bexhill on May 7. He was born at Peterborough on April 15, 
1883, and from Haileybury College went to Pembroke College, 
Cambridge, and thence to Guy’s Hospital after taking his BA 
in 1906. He qualified M.R.C.S., L.R.C.P. in 1914 and servel 
in the last war as captain, R.A.M.C.(T.), with promotion to th 
rank of brevet major. Dr. Sharpe was then in turn_assistatl 
M.O. at Frimley Sanatorium, chief tuberculosis officer for 
North. Staffs, medical superintendent of King George's Sat 
torium for Sailors at Liphook, and resident M.O. at the H 
Tuberculosis Sanatorium at Cottingham until his appointmel! 
in 1923 to be superintendent at Ware Park. He joined i 
B.M.A. in 1919 and wrote two papers which appeared in thet 
columns, one of them reporting a case of primary actinomyoo® 
of the lung. 


Dr. JoHN Dick, medical superintendent of St. Jame 
Hospital, Leeds, died on May 20, aged 51. After schooldays 
at Ayr Academy he entered the University of Edinburgh 3? 
medical student and graduated M.B., Ch.B. in 1915, and [aie 
took the D.P.H. His first appointments were as howe 
physician and house-surgeon at the Edinburgh Royal Infirmary, 
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ed during the last war with a commission in the 
a0 MC. attached to the King’s African Rifles in East Africa. 
fy 1920 he joined the staff of Fir Vale Hospital, Sheffield, and 
became deputy medical superintendent there. He left Sheffield 
n his appointment to Leeds in 1926. With the appropriations 
which took place under the Local Government Act of 1929 
Dr Dick had charge not only of St. James’s Hospital but also 
of St. Mary's Infirmary, St. George's Infirmary, Cookridge 
Hospital, and, later, the institution which became known as 
st. James’s North. He was a fine organizer and was largely 
responsible for the changes, extensions, and modern improve- 
ments which made St. James's the largest hospital of its kind 
in the country. Two of his brothers are medical men: Dr. 
james Hamilton Dick, of Bexhill-on-Sea, and Dr. Kenneth S. 


Dick, of Halifax. 


Dr. BENJAMIN WAINMAN, who practised in Dewsbury Road, 
Leeds, for nearly half a century, died on May 14, aged 80. He 
was born on July 4, -1864, and studied medic ne at the Yorkshire 
College, Leeds, taking the M.R.C.S., L.R.C.P. diplomas in 1889. 
He was police surgeon for the B Division of Leeds, 1914-23, 
and had served on the City Council for nine years and was 
chairman of the Leeds Public Health Committee. Dr. Wainman 
had been a member of the B.M.A. for 40 years, and he and 
his wife celebrated their golden wedding in 1944. Two of his 
children are members of the medical profession.—Dr. Wilfred 
Wainman and Dr. Leila Mary Wainman. 


Dr. FRANK RAYMOND CrROOoKEs, of Eckington, Derbyshire, 
died on May 9 after a long illness, aged 39. He was the only 
son of the late Dr. G. W. Crookes, of Eckington, and studied 
medicine at the University of Oxford and at Sheffield, gradua- 
ting B.M., B.Ch. in 1930, and joining the B.M.A. soon after- 
wards. He entered the R.A.M.C. as temporary lieutenant in 
May, 1940, and was promoted war substantive captain a year 
later, retaining that rank when he relinquished his commission 
in August, 1944, on account of ill-health. 


Universities and Colleges 


UNIVERSITY OP OXFORD 


In a Congregation held on May 3 the following medical degrees 
were conferred : 

D.M.—In absence : F. Fulton. 

B.M., B.CH.—J. P. Herdman, W. J. H. Butterfield, P. L. Sk I. V. Polunin, 
H. J. Shaw, R. A. B. Dru:y, Susan A. J. Chappel, Janet E. Iton, Jean M. 
Briscoe. In absence C. L. Balf, D. C. G. Bett, H. R. Morton, M. IL. Bostock, 
H. D. Darcus, P. C. Elmes, G. R. B. McCarter, J. D. Judah, P. J. N. Cox. 


UNIVERSITY OF CAMBRIDGE 


At a meeting of the Senate held on May 8 to discuss a number of 
reports the Master of Trinity Hall (Prof. H. R. Dean, M.D.) said 
that the reports of the Council of the Senate and of the General 
Board recommending the establishment of a Department of Medicine 
under the direction of Dr. R. A. McCance had been read with 
great pleasure by members of the Faculty of Medicine. The estab- 
lishment in Cambridge of a department devoted to the advancement 
of medicine by research had been desired for many years. On the 
retirement of Sir Humphry Rolleston in 1932 from the Regius Chair 
of Physic the wish for a Department of Experimental Medicine was 
again expressed, and a few years later Sir Humphry’s successor, 
Sir Walter Langdon-Brown, advocated the establishment of a chair 
im experimental medicine. On the appointment of Dr. Ryle to the 
Regius Chair the University established a Department of Medicine, 
and in 1938 a Readership in Medicine was established for Dr. 
McCance. In 1944 the Interdepartmental Committee endorsed the 
Proposals put forward by the representatives of Cambridge Univer- 
sity for the establishment of a School of Clinical Research, to con- 
sist of a number of units of which the first might be Departments 
of Experimental Medicine, of Radiotherapy, and of Psychiatry. It 
was the generous financial help of the Medical Research Council 
that had enabled the University to propose the establishment of 
the first of those departments. Prof. Dean was glad to put on record 
the appreciation of the Faculty of Medicine of the good will and 
co-operation with which the Governing Body and honorary staff of 
Addenbrooke's Hospital had met the proposals of the University, 
and also its lively satisfaction at the generous recognition which 
the M.R.C. had given to Dr. McCance’s work. 


At a Congregation on May 19 the following medical degrees were 
conferred : 


— H. Mylechreest. M.B.,}B.Cutr.—*P. R. A. May. M.B.—*J. W. D. 
“By proxy. 


UNIVERSITY OF DURHAM 


At a Convocation to be held in July the honorary degree of D.Sc. 
will be conferred on Sir Alexander Fleming, F.R.S., F.R.CP., 
F.R.C.S., and the honorary degree of D.Hy. on Sir Wilson Jameson, 
M.D., F.R.C.P. , 


UNIVERSITY OF GLASGOW 


At a special graduation ceremony to be held on June 26 a number 
of honorary degrees will be conferred, including the LL.D. on 
Major-Gen. Sir John Taylor, C.1.E., D.S.O., M.D., 1.M.S.(ret.), late 
Director of the Central Research Institute, Kasauli. 


ROYAL COLLEGE OF PHYSICIANS OF EDINBURGH 


The Morison Lecture on “ Recent Experiences in a Neuropsychiatric 
Division of Medicine” will be delivered by Mr. Norman M. Dott 
at the College (9, Queen Street, Edinburgh) on Friday, June 15, at 
5 Soe graduates and senior students are cordially invited 
to at 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 


H.R.H. the Princess Royal, who is an Honorary Fellow, has sent 
a gift to’the Royal College of Surgeons for the Restoration and 
Development Fund of the College. 

The following lectures will be delivered at the College (Lincoln's 
Inn Fields, W.C.) at 4 p.m. each day. June 6, Arris and Gale Lec- 
ture by Dr. D. V. Davies, “‘ Synovial Membrane and the Synovial 
Fluid of Joints.” June 11, Arris and Gale Lecture by Prof. BE. 
Davies, “ Early Development of the Human Embryo.” June 13, 
Hunterian Lecture by Air Vice-Marshal Geoffrey L. Keynes, “ Sur- 
gery of-the Thymus Gland.” June 14, Hunterian Lecture by 
Col. Elliott C. Cutler, Hon. F.R.C.S., “Management of Battle 
Casualties.” The lectures are open to medical practitioners and 
advanced: students. 


ROYAL COLLEGE OF SURGEONS OF EDINBURGH 


At a meeting of the Royal College of Surgeons of Edinburgh held 
on May 18, with Prof. R. W. Johnstone, President, in the chair, the 
following candidates, having passed the requisite examinations, were 
admitted Fellows: 

F. E. D. Hallon, H. A. Hashemian, A. W. Khan, W. Laurence, 
M. R. Liddell, C. B. Limerick, J. W. Peden, A. L. Schofield, D. M. 
Sheppard, Betty V. Slesser, I. J. Thomas, M. E. Winston. 

The Henry Arthur Dalziel Ferns Bursary was, after a competitive 
examination in organic chemistry in its application to medicine, 
awarded to M. C. Berenbaum. 


’ COLLEGE OF PHYSICIANS AND SURGEONS OF BOMBAY 


The Council of the College of Physicians and Surgeons of Bombay 
has placed on record its deep regret for the loss sustained by the 
death of Surg. Gen. Henry Wickham Stevenson, C.S.1., 1.M.S.(ret.), 
who was one of its Foundation Fellows, a member and the first 
President -of the C .xsege Council. The resolution states that it was 
on his suggestion that the constitution of the College was modelled 
on the lines of the Royal College of Surgeons of England. “ General 
Stevenson was a man of broad views, various activities, and wide 
sympathies. It was he who had started the practice of Indianizing 
the Medical Services in the Province by appointing the late Dr. Y. G. 
Nadgir, an Indian: and that too a non-I.M.S. man, as one of the 
full-time professors in the Grant Medical College in 1913. This 
had happened 32 years ago, when the idea of Indianization of the 
Services was not properly conceived and much less practised.” 


Medical Notes in Parliament 


Mr. Churchill on May 23 tendered his resignation to the 
King and was entrusted with the formation of a new Govern- 
ment. All members of the old Government went out of office 
with the Prime Minister. Parliament is to be dissolved on 
June 15. A General Election will follow on July 5. 


Teeth of School-children 


On May 15 Mr. Linsteap asked the Minister of Education 
whether, in view of the bad condition of the teeth of school- 
children, as evidenced by the findings of the Interdepartmental 
Committee on Dentistry, he would consider the appointment 
of a dental surgeon on the central advisory councils set up by 
the Education Act, 1944, in order that the development of the 
school dental service and of education in the care of teeth 
might be kept in the forefront of educational reforms. Mr. 
BUTLER: While I am fully alive to the importance of the school 
dental! service, | do not see my way to increase the membership 
of either of the central advisory councils. 
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MEDICAL NOTES IN PARLIAMENT 


Future of National Service 


Intervening on May 16 in a debate on the resettlement of 
Service personnel and war workers, Mr. ERNEST BEVIN said the 
nation would probably have to face for a number of years 
national service of some kind or military training. There were 
1,000,000 men over 65. and women over 60 in industry. The 
war had naturally taken its toll of these. The number of 
juveniles now available to go into industry was reduced because 
of the heavy fall in the birth rate between 1922 and 1930. 
The nursing profession gave him great anxiety. The Ministry 
of Labour would make efforts to induce women coming out 
of the Forces and others to take up nursing training, which the 
Government was ready to assist financially in order to build 
up a nursing force. Many nurses were wanted urgently for 
Burma and the Far East. With regard to the relaxation of 
controls, men over 65 and women over 60 would be allowed 
to leave their jobs and not be required to take others. Women 
over 50 would be allowed to leave their jobs unless it was vital 
for them to remain. Women over 40 would no longer be called 
up for interviews and women under 21 would no longer be 
required to leave home. 


Negotiating Committee 


Dr. HapeEN Guest asked on May 17 whether the Minister of 
Health had any statement to make on the results of his discus- 
sions with the Negotiating Committee of the medical profession 
on the National Health Service. Mr. WILLINK replied that he 
did not think he could usefully make any statement at that stage. 

Mr. WILLINK announced on May 17, in answer to Dr. Haden 
Guest, that he would at an early date meet the Negotiating Com- 
mittee, possibly for the last time at this stage. He said he 
would then be in a position to relate their views to those of 
the local authorities and to discuss the matter with his col- 
leagues. Dr. SUMMERSKILL asserted that enlightened medical 
associations regarded with disfavour these negotiations which 
were being conducted behind the scenes. Dr. Moraan said it 
was in perfect order, and an established trade union practice 
in any organization of workers, medical or other, for reports 
not to be required during the negotiations. 


Freed Channel Islands 


Reporting to the House of Commons on May 17 after his 
visit to the Channel Isles, Mr. HERBERT MORRISON said the 
health and physique of the population there were better than 
he had dared to hope. He had been impressed by the healthy 
gee: of the children. This was largely due to the sup- 
plies which during the past winter the islanders received from 
the British Red Cross and Order of St. John through the Inter- 
national Red Cross. So far as he could ascertain, the Germans 
had not attempted to divert the Red Cross supplies. The 
Germans had left the premises they had occupied in a filthy 
condition. That was even true of the hospitals. He could 
not say whether there was an adequate supply of doctors’ in the 
Islands. That difficulty had not been mentioned to him. 

Mr. KEELING asked whether Mr. Morrison would give island 
doctors priority to return. Mr. Morrison did not reply. 


Mental Institution Nurses 


Mr. JOHNSTON announced on May 17 that the chairman of 
the Scottish Nurses’ Salaries Committee had given him a sum- 
mary of the recommendations on which the Committee had 
agreed up to that date. The summary recommended scales and 
salaries for male and female mental institution nurses up to 
and including the charge nurse or ward sister. It also made 
recommendations on hours of work, annual leave, and sick 
pay. A circular was being sent to all employing authorities 
commending adoption of the Committee’s recommendations. 
He hoped soon to present to Parliament a complete report from 
the Committee on the salaries and conditions of service of 
nurses in mental institutions. 


Shortage of Doctors in Evacuation Areas 


Sir Herpert WiiiiaMs asked on May 17 if Mr. Willink’s 
attention had been drawn to the shortage of doctors in many 
of the evacuation areas and what steps were being taken to 
reinforce the strength of the medical profession in those dis- 
tricts to which many evacuees would soon return. Mr. WILLINK 
replied that any special shortage of doctors caused by move- 
ments of population of that kind was a matter for consideration 
by the Local Medical War Committee for the area. After 
taking account of any doctors coming into the area, either on 
release from the Forces in an early demobilization group or 


otherwise, it would be open to the local committee to 
through the Central Medical War Committee for the fe 
release of a doctor where the circumstances of the area justified 


that course. 
Ministry of Health Appointments 


Mr. WILEINK stated on May 17 that one pensioned : 
officer from the R.A.F. had been appointed to the Ministry of 
Health during the past 12 months. He had since resigned, 
Such appointments were made on a temporary basis pending 
the resumption of normal permanent recruitment. Four 
sioned medical officers from the R.A.F., one of whom had 
resigned, had been appointed to temporary posts in the Ministry 
of Pensions during the same period. 


Dietetic Advice for Repatriates 


Mr. ARTHUR HENDERSON told Major Gates on May 17 that 
not all repatriated prisoners of war were in need of Special 
dietetic advice. It was given orally by medical officers 
reception camps to those who needed it. The latter also dig. 
tributed as necessary a printed leaflet, which contained hints 
on diet during recuperative leave for those whose digestion had 
been impaired by their privations in captivity, and advice op 
which types of food were suitable and unsuitable and on the 
size and timing of meals. It was not thought necessary to pro- 
vide repatriates on leave with elaborate charts specifying quanti- 
ties of foodstuffs that should be eaten. Any man requiring such 
a carefully regulated diet would be admitted to hospital before 
being sent on leave. 


Treatment of Mental Illness in Service Patients 


Mr. WILLINK, replying to Mr. Messer on May 17, said mem- 
bers of H.M. Forces suffering from mental illness were dealt 
with by the medical services of the Forces. Some accommoda- 
tion in civilian mental hospitals had been especially assigned 
to those services for the purpose. in the neurosis centres pro- 
vided under the E.M.S. there were, on March 31, 994 males and 
149 female Service patients. After-care of members of the 
Forces discharged from neurosis centres as well as from mental 
hospitals was undertaken by the Provisional National Council 
for Mental Health in collaboration with the Mental After-Care 
Association. 


Cost of Deaf Aids—On May 8 Mr. Kirsy asked the President 
of the Board of Trade if his attention had been drawn to the number 
of men and women who had become deaf during the period of 
heavy bombing; and whether, to assist those who desired to obtain 
deaf aids, he would have inquiries made into the high cost of thes 
appliances. Mr. Datton said that the Central Price Regulation 

ommittee was examining this matter in consultation with the 
Committee recently set up by the Medical Research 

ouncil. 


Requisitioned Harley Street Houses.—Sir E. GRAHAM-LITTLE on 
May 16 drew attention to the shortage in the Harley Street area of 
consulting-rooms used by medical consultants, through requisitioning 
of houses by the fighting Services. He asked the Secretary of State 
for War to release as | of these premises as possible, in view 
of the early return of consultants from war service. Sir James Grice 
said the War Office had requisitioned three houses in Harley Street. 
Two of them were occupied, the third would be occupied when 
alterations had been completed. He was at present unable to release 
any of these houses. 


Medical Examination before Courts Martial—On May 15 Mr. 
Turton asked the Secretary of State for War whether soldiers were 
examined by a psychiatrist before being tried by field general courts 
martial. Sir James GricG said that before such a trial a man We 
always examined by a medical officer, but not necessarily by # 
psychiatrist. 


Cholera among British Officers in Calcutta——Mr. AMERY said 00 
May 17 that fifteen cases of cholera occurred at the end of 
month among the British officers billeted at a hotel in Calcutta. 
these one died as a result of developing pneumonia. Three 0 
waiters were afterwards discovered to be cholera carriers. 
mediate action was taken and the outbreak was at an 
Burma there had been 26 sporadic cases of cholera, mostly among 
Indian troops. There had been no other cases of cholera among 
British troops in India and Burma since 1943. As cholera We 
endemic in these areas the comparative immunity of the troop 
was a tribute to the skill and devotion of the medical services an 
the value of modern protective measures. 


Leprosy in Britain —In this country 22 cases of leprosy have bee 
brought to notice — the war, of which 9 have been in persom 
known to be British subjects. 


Public Health Laboratory Service—The provision of a publi 
health laboratory service on a national basis after the war and te 
form which any such service should take are matters which @# 
under consideration as part of the wider proposals for a comp 
hensive health service. 
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Medical News 


Lord Horder will deliver the third Sanderson-Wells Lecture at the 
Middlesex Hospital on Wednesday, June 6, at 4 p.m. The subject 
is “Food and Rheumatism.” Members of the medical profession 
are cordially invited to attend the lecture. 

A meeting of the Nutrition Panel of the Society of Chemical 
Industry will be held at the Rooms of the Chemical Society, 
Burlington House, Piccadilly, W., on Wednesday, June 6, at 2.30 p.m., 
when a paper on “Protein Hydrolysates—Their Preparation and 
Clinical Uses” will be read by Dr. D. P. Cuthbertson. A discus- 
sion will follow. 

A clinival meeting of the Middlesex County Medical Society will 
be held at the North Middlesex County Hospital at 3 p.m. on 
Saturday, June 9. 

The lecture by Dr. F. M. R. Walshe on “ Infantile Paralysis,” 
to be given before the Royal Society of Arts, John Adam Street, 
Adelphi, W.C. (postponed owing to VE holidays) has now been 
arranged for Tuesday, June 12, at 1.45 p.m. 

At the meeting of the Board of the Finney-Howell Research 
Foundation on March 2 fellowships were renewed for a third year 
for Dr. Nelicia Maier; for a second year for Drs. Muriel Virginia 
Bradley and Margaret Aston Kelsall; and a new fellowship was 


awarded Dr. Elizabeth Cavert Miller, to work at the University, 


of Wisconsin. Applications for fellowships for 1946 must be made 
to the office of the Foundation (Medical and Chirurgical Faculty 
Building, 1211, Cathedral Street, Baltimore, Md.) before December, 
1945, to be eligible for consideration. 

The Minister of Health has notified all local authorities and port 
health authorities that a photographic display is now available for 
use in the educational campaign against venereal diseases. This dis- 
play tells frankly what the venereal diseases are, how they are caused, 
what are their effects, and why skilled treatment should be obtained 
at the earliest possible stage. It has been prepared for private show- 
ing to those who wish to see it, and to members of the two sexes 
separately; it is being offered by the Ministry of Information to 
factories throughout the country. Copies on free loan are available 
to local authorities through the Central Council for Health Education. 


EPIDEMIOLOGICAL NOTES 
Discussion of Table 


In England and Wales most infectious diseases fell in incidence 
during the week, the drops being as follows: measles 727, 
whooping-cough 251, dysentery 126, diphtheria 91. Two cases 
of typhus fever were imported into the country. 

The chief local variations in the trend of diphtheria were 
decreases of 28 in Yorks West Riding, 23 in Staffordshire, and 
14 in Northumberland, and a rise of 9 in London. The decline 
in whooping-cough was fairly general throughout the country ; 
Yorks West Riding showed a decrease of 36. Although the 
notifications of measles fell substantially, there was a rise in 
several counties, particularly in the south, where notifications 
were higher than last week by the following numbers: 
Northamptonshire 174, Sussex 113, Dorsetshire 83, Berkshire 
Tl, Wiltshire 64, Middlesex 62; Southampton reported 280 
fewer cases, Monmouthshire 207, Glamorganshire 206, Lanca- 
shire 114, and Gloucestershire 106. 

The notifications. of dysentery fell for the third week, but 
the incidence is still high—343. The largest returns were 
Lancashire 63, Staffordshire 39, Yorks West Riding 30, London 
25, Kent 19, Surrey 18, Essex 18, Gloucestershire 16, Warwick- 
shire 14, Middlesex 10. 

In Scotland measles showed 152 fewer notifications than last 
week, whuoping-cough 74, and dysentery 61, but there were 36 
more cess of pneumonia, and 25 more of diphtheria. The 
largest returns for dysentery were Aberdeen 22, Edinburgh 22, 
Dundee 13, Glasgow 12. The recent large outbreak in Aber- 
deen, ifivolving 245 cases in the King’s Gate district of the 
city, had its origin in a dairy. 

In Eire the chief feature of the returns was an outbreak of 

tery in Monaghan U.D., involving 20 persons. 

In Northern Ireland there were 19 fewer notifications of 
scarlet fever, 10 fewer of whooping-cough, and 9 fewer of 
measles ; there was a small increase of 3 in the incidence of 


diph 
Week Ending May 19 
The notifications of infectious diseases in England and Wales 
d .ng the week included: scarlet fever 1,340, whooping-cough 
ae, mension 44,126, acute — 
pinal fever 64, dysen , para i typhoi 
» typhus 7 (imported cases). 


No. 19 
INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended May 12. 


Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) +\+—- and Wales (London included). (b) 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 

Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including Lo: ‘ 
(b) London (administrative county). (c) The 16 principal towns in Scotland. ( 
The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 

A dash — denotes no cases; a blank space tes disease not notifiable or 
no return available. 


1945 1944 (Corresponding Week) 
Disease 
2) @ | (b) | (c) | @| 
Cerebrospinal fever. . 53} 222 2 70 S- 26 4 2 
Diphtheria 413, 23) 118) 69) 11] 584, 45 70) 33 
ths és 6 7 1 1 1 2 7| — — 1 1 
Encephalitis lethargica, 
Erysipelas 30) 10) 4 | 43} 4 4 
infective enteritis or 
diarrhoea under 2 
years ae we 14 13 
38} 6 $3} 7 14 4 
Measles*® 12,412) 822) 203) 53) 12] 2,132) 210) 560) 161) 16 
Deaths 13 1 — 4 2; — 
Ophthalmia neonatorum 75; S| 144—|— 
Paratyphoid fever 10; 62) — 
(B) (B) 
Pneumonia, influenzalt Sil} 25 6 «67 52 1} 12 2 
Deaths (from influ- 
enza) 10} — 1j — 1 14, — 1 1 
Pneumonia, primary .. 210) 199} 18 
Deaths 24 13 ial 35 96 (9 
Polio-encephalitis, acute 1} — 
itis, acute .. | 1 2; — 3} | — 
Puerperal fever a 16 _ 1) 18 
Puerperal pyrexia 126, 9} 13} 150) 16 18] 2 1 
Deaths at 


Relapsing fever — | — ow 


Scarlet fever 1,365} 69) 214) 16; 31] 1,791) 133] 199 64 
Smallpox ee — | ats | | 
Deaths ee ‘ am’ | 
Typhoid Sever .. 4; — 2) 1 — 4 
Whooping 799| 31) 35) 13) 2,548) 262) 42) 16 
Deaths 6| — 3} — il 144 2] 
Deaths (0-1 year) 44, 66, 29) 
Infant mortality rate 
(per 1,000 live births) 
Deaths (excluding still- 
births) .. | 4,664) 662) 672) 217| 1 4,290, 553) 222) 134 
Annual death rate (per 
1,000 persons living) 15-3) 14-0) § 12-7| 14-4) § 
Live births .. | 5,833] 621) 809) 468) 232] 7,886) 883)1028) 593) 303 
Annual rate per 1,000 
persons living 16-2) 30-2) § 20-9) — | § 
Stillbirths 171, 14 34 208 35 
Rate per 1,000 total 
births (i i 
stillborn)... 40 33 


* Measles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation only. 
t Includes primary form for England and Wales, London (administrative 
county), and Northern Ireland. ‘ : 
Includes puerperal fever for England and Wales and Eire. 
Owing to evacuation schemes and 
and death rates for Northern Ireland are no longer available. 


other movements of population, birth © 
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Mepicat JUNE 
compressed. The percussion note is then dull, but very ogcasion oe 
hyper-resonance ¢an occur over a chest full of fluid. Boga... could 

Letters, Notes, and Answers 1937, 6, 59) described two examples of this 
rare phenomenon and the writer has seen one other; the cane caused b: 
; unknown. operation 
All communications with regard to editorial business should be addressed to THE Calcium in Water and burs 
EDITOR, British MepicaL Journal, B.M.A. House, Tavistock SQuaRE, ihe foot : 
LONDON, Q.—The water in this district (Scopwick, Lincoln) is so typ undertake 
Westcent, London. INAL A ETT orwar ‘OT ; 
publication are understood to be offered to the British Medical Journal alone charged with calcium carbonate that — — be seen flog healing ! 
unless the contrary be stated. on the surface of water that has stood a short time; kettles patients. 
Authors desiring REPRINTS should communicate with the Publishing /eavily encrusted with the salt. What is the modern opinion of There 
B.M.A. W.C.1, on receipt of effect this water has upon the body? Constipation is dete ghich fo 
uthors over-seas should indicate on MSS. reprints are required, as proofs Por . 
aft result to those visiting and unused to the water. I have never» wise to 


ADVERTISEMENTS should be addressed to the Advertisement Manager, 
B.M.A. House, Tavistock Square, London, W.C.1 (hours 9 a.m. to 5 p.m.). 
TELEPHONE: EUSTON 2111. TELEGRAMS: Articulate Westcent, London. 


MEMBERS’ SUBSCRIPTIONS should be sent to the SECRETARY of the 
TELEPHONE: EUSTON 2111. TeLecrams: Medisecra Westcent, 
ndon. 


B.M.A. Scottish Orrice: 7, Drumsheugh Gardens, Edinburgh. 


ANY QUESTIONS ? 


Motor Nerve Supply to Tongue and Lips 


Q.—What is the embryological explanation for the motor nerve 
supply to the tongue and lips (i.e., the most “ anterior” part of the 
alimentary canal) being via the 12th cranial nerve, yet the pharynx, 
larynx, etc., more distal parts of the alimentary canal, are supplied 
by the 9ih and 10th nerves? 


A.—The comparative study of anatomy shows that the tongue 
musculature was evolved by forward extension of ventral neck 
musculaiure into the floor of the mouth: like the infrahyoid 
musculature it is thus a derivative of the body wall (somatic) mus- 
culature. Now it has been established in various submammalian 
animals that this ventral neck musculature is developed in the 
embryo from certain myotomes. In man, however (as perhaps in 
mammals generally), the process of development has been modified 
and it is differentiated in situ. It is nevertheless innervated in man 
by a nerve, the hypoglossal (closely associated with the ansa hypo- 
glossi), which has a course and central connexions that identify it 
with the nerves which supply the ventral “ neck” musculature in 
fish, amphibians, and reptiles—i.e., it is a somatic motor nerve in 
series with the ventral (anterior) roots of spinal nerves. The hypo- 
glossal nerve, again, has a rudimentary dorsal ganglion in embrycs 
(including the human), which observation emphasizes the comparison 
with spinal nerves. . 

The musculature supplied by the 9th and 10th nerves develops 
as a part of the wall of the pharynx in man, as in fish. These 
nerves in man leave the skull above the hypoglossal nerve, and the 
reiation is similar in fish (the equivalent to the hypoglossal nerve 
is commonly known as the “ hypobranchial ” nerve in fish). The 
inquiry resolves itself, then, into an inquiry concerning the arrange- 
ment in fish. Now it is known that in fish and amphibian embryos 

‘a number of myotomes become suppressed at the anterior end of 

the series, in the posterior head region, and that the hypoglossal 
nerve loses some of its more cephalad rootlets in the course of 
development. The hypoglossal nerve is, then, presumed to have 
had an origin (in the central nervous system) which originally ex- 
tended further forwards and overlapped the 9th and 10th nerves. 

The explanation of the backward exiension of the 10th nerve as 
far as the intestines is obscure. The human arrangement obtains 
also in fish. This part of the vagus contains autonomic fibres of 
the cranial outflow, which are distributed to a region that is also 
supplied from the thoracic outflow. The distribution of the auto- 
nomic system does not therefore follow so clear-cut a segmental 
pattern as that of the nerves of the body wall. A similar problem 
i: afforded from the distribution of autonomic fibres from the 
thoracic outflow to various structures in the head. 

The actual numbering employed for cranial nerves was based on 
the early accounts of human anatomy. It is well known that it 
does not well express the pattern of the cranial nerves: namely, 
there is a cranial nerve, the “ nervus terminalis,” in advance of the 
Ist or olfactory, and the 11th might well be described as a portion 
of the 10th. The generally recognized enumeration must be re- 
tained for convenience. . 

Skodaic Resonance 


Q.—Skodaic resonance, an area of resonance on percussion, is 


sometimes found over a pleural effusion. This is said to be due to 
relaxed lung tissue. How can the lung tissue be relaxed over a 
pathological process which is “ pressing on” the lung? Has any 
other explanation been put forward ? 


A.—Skodaic resonance is found over the lung immediately above 
an effusion, not over the effusion itself. The normal lung is an 
elastic organ and is stretched to fill the pleural cavity; when part 
of that cavity is occupied by fluid the lung is at first relaxed. 
This relaxation is said to be responsible for the peculiar “ boxy ¥ 
note heard on percussion above an effusion. When the fluid fills 
the pleural cavity the lung becomes completely collapsed and finally 


perienced greater “ hardness” anywhere else in England, and] 
lived in many areas. 


A.—The furring of kettles and boilers and the wastage of » 
are the chief disadvantages of a very hard water. Even if the 
is extremely hard it is unlikely to contribute more than 200 mg. 
calcium to the daily intake, which usually runs between 60 
1,500 mg., and this addition is beneficial rather than harmful, 
hard water is unlikely to be responsible for visitors’ constipatig 
In this connexion one must remember (a) that a change of diet 
habitat is very liable to make a person constipated for a few dam. 
and (b) that people are very prone to make something like the 
with obvious drawbacks, the scapegoat for their minor medis 


maladies. 
Prostigmin in Arthritis 


Q.—Can you give me any information about the use of prosii 
to relieve pain in cases of rheumatoid arthritis? Is it of any 


in osteo-arthritis ? The ps 
A.—The claim has been made that injection of prostigmin ogy - 
bined with atropine relieves the pain of rheumatoid arthritis, ga @ — 
the writer has had the opportunity of testing this in a limited numb © ™U° 
of cases. Where the pain is due to spasm of the muscles associais din on | 
with affected joints relief is given because the effect of the dragi ano 
to relax spasm, but in the absence of spasm (and it is not a comm - 
feature in true rheumatoid) better results are obtained by the wm ® ° a 
of the more common analgesics such as aspirin, phenacetin, codeing W =e 
etc., alone or in combination. In cases where cramp is a troub sefusal 
some feature prostigmin has also given prompt relief, but the wim: - 
has not been able to keep such cases under observation for jam” ate 
enough to say how lasting the relief may be. It is therefore reagg vs 7 
able to give prostigmin and- atropine where spasm is present, ti eirts in | 
when the spasm has relaxed it is desirable to prevent its recurren@ ike othe 
by suitable physical measures, such as the application of light spl : 
rather than to continue the administration of such powerful dmg get 
which have been observed to produce undesirable effects if admins patient at 
tration is prolonged. ke fe 
The use of prostigmin was advocated in an American medi 5 craving 
journal and the article was quoted in a popular magazine; but 
the first case in which dramatic results were obtained and which 
described the condition was quite obviously not rheumaio 
arthritis but subacromial bursitis, in which the pain is much mm Q—W1 
severe than in arthritis and is directly due to spasm; of tig brush is . 
other cases desc-ibed some were probably rheumatoid, though ig ment thai 
description was not very scientific, while at least one was of mgof the gu 
different nature. This being the case, the article fails  @ — 


conviction, and further investiga:ion is required. 


“The Sweats’ 
Q.—Is anything known or surmised about the aetiology of the of the te 
ing sickness which was apparently so very common in the fifteeni§ thereby n 
and sixteenth centuries and from which Charles Churchill (the dental sps 


died in 1764? It seems from various historical works that i™ 


at times widespread and extremely fatal. Has any conclusion, ¢ ~ 
than that it might have been a virus infection, been reached? secret “ 
A.—The late Sir William Hamer (The Milroy Lectures on Epidem anny 


Disease in England—The Evidence of Variability and of Persisien 
of Type. 1906. London: Bedford Press) gave reasons for thinking 
that the sweats were epidemics of influenza—an opinion which 
probably held by most epidemiologists of this generation, al houg 
naturally, the reasoning is wholly by analogy. Suggestive M 
are: (1) rapid diffusion, (2) general symptoms, (3) lack of evide 
that the underfed and overcrowded classes suffered more than ® 
well-to-do—evidence plentifully obtainable in other plagues of andi 


ti 
imes fallux Val A.—Th 
Q.—What is the prognosis of arthroplasty excision of bait tan y 


phalanx for hallux valgus in a female ©5 years old? Does 
affect the outlook? What is the period of incapacity, and 
one recommend surgical treatment at this age? 


A.—In a patient of 65 a hallux valgus is likely to be but# 
of a widespread foot disturbance with a good deai of spiayiit 
the metatarsals. Removal of the base of the phalanx at Ui 
will do little to remedy this. The patient will get more 
the use of appropriately shaped pads and metatarsal straps, 
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a properly qualified chiropodist. In patients of 

_ eg tf indication for operation would be a local pain 
by a recurrent bursitis or an osteophytic outgrowth, and the 
tion should be the smallest possible—i.e., removal of exostosis 
oT and so on. Even so, the condition of the circulation in 


- foot should be carefully ascertained beforehand and no operation 


So unless it is satisfactory. Local gangrene and delayed 
follow quite simple operation on the toes in older 
tt 
ion of 7 is a tendency to underestimate the period of incapacity 
@ default ghich follows operation upon the great toe. It would probably be 
Never @il gise to estimate that six weeks will elapse before the patient is able 
and I hug wear ordinary shoes. 
— Physiology and Psychology of Craving 
the wats Q.—Can any reader tell me what is the cause of a “ craving” for 
100 mg. gi any special food, drink, or smoke? What are the conditions prece- 
n 600 jent to such a state (is it ?) of mind ? 
nful. Ty 4.—As a psychologist, I should first of all look for a physiological 
Nstipationy suse. We do not know enough about biochemistry to detect any 
f diet aalll emical deficiency; but we do know that the hypoglycaemic child 
| few da. the one who craves for sugar—because he needs it. Piglets, 
the wate immediately they are released from the spotlessly clean sties, rush 
" medigill » eat earth, not because they like earth as such, but because they 
ged the iron in it. A craving for pickled onions may be an aid 
i digestion in the intestinal canal. It is to be remembered that 
prostigmila when the body had need of some such food, it feels the need for 
f any wim it although it has no knowledge of what it needs. 
The psychopathologist more commonly meets with the dislike for 
. grtain substances, such as milk or lettuce, and in such cases this 
aa “°NH can usually be traced back to experiences in childhood, when either 
SM io much was forced on the child, or the child choked with the 
© HUME tin on the milk, etc. On that analogy one would expect that a 
gaving of psychological origin would be due to the association of 
. drag that food with pleasure, probably of a very fundamental kind, such 
COMME 4s of a person greatly loved in childhood, or of a strong sensuous 
the gratification. 
. voce We have not met a craving for a specific type of tobacco with a 
the "=i refusal of all others, but the craving to smoke, and chain smoking 
~ in particular, which is often more difficult to give up than alcohol, 
=~ aij # usually traceable to the persistence of disorders or exaggeration 
esent wg ot the sucking tendency in infancy. But it is an activity which 
soul “i warts in the boy or girl as a desire to be grown up, and therefore, 
ht soli mike other forms of neurosis, compulsive smoking gratifies two 
ful opposing tendencies—the infantile and the adult—not to speak of 
f ‘cnn its soothing narcotic effect, which is partly infantile. I have a 
patient at the moment who has the craving to light a cigarette and 
o meal take a few puffs, but who then throws it away; this refers back to 
but i a craving for, but rejection of, the mother’s breast. 
Be Is 2 Toothbrush a Good Thing ? 
weh mom 4Q.—What evidence is there that cleaning the teeth with a tooth- 
1; of tem brush is a good thing? Does the modern view support the state- 
hough i ment that “ the use of a toothbrush saves the teeth at the expense 
was ofimof the gums”? The best teeth I have seen, and the only jaws with 
to ca —- teeth, have been in those who have never used a tooth- 
A.—The use of the toothbrush is an essential habit for everyone 
who wishes to have healthy teeth and gums. Brushing the crowns 
the mmm of the teeth removes debris and keeps the surfaces polished and 
e fiftemig hereby minimizes the risk of decay. Places, such as the inter- 
(the pou dental spaces, where the bristles cannot reach are always the danger 
hat it wag Pots for the commencement of decay. But just as important is 
jon, dim he good, not harm, derived from brushing the gum margin. The 
od? secret for healthy gums is friction of the margins by the tooth- 
‘Eide brush, which keeps the epithelial surfaces well keratinized and pre- 
ers vents the onset of pyorrhoea. There are other methods of cleaning 
+ think the teeth and gum margins, but the toothbrush must be given 
which ag Ponty. For every person with thirty-two healthy teeth who have 
althous C*e" used a toothbrush there must be ninety and nine who are 
— cursed with no teeth at all by the time they have reached middle age. 
— Malignant Cells in Sputum 
of ance Q—What is the technique for the demonstration of malignant 
tells in sputum in the diagnosis of carcinoma of the bronchus ? 
A.—The method generally used for this purpose was described 
{ base by the late Prof. L. S. Dudgeon (St. Thom. Hosp. Rep., 1936, 1, 51). 
Does #m tom a fresh specimen of sputum the more cellular portions are 
nd especially any which are blood-stained—spread on a slide, 
md fixed while still wet in Schaudinn’s solution. After treatment 
~ _ methylated spirit to which a few drops of tincture of iodine 
avi ave been added, and washing in water, the film is lightly stained 
a“ with Mayer's haemalum (about 2 minutes), left in tap water until 
oliel counterstained with eosin, and dehydrated and mounted in 
— in the usual way. The questioner should refer to Dudgeon’s 


Paper for’ an account and illustrations of the appearances of clumps 


of malignant cells in the sputum. He will alsc be well advised to 
examine a considerable number of specimens from patients with 
and without cancer of the lung before venturing to affirm that he 
has identified malignant cells. This is difficult even with experience, 
and mistakes have been made. It is no doubt for this reason that 
many pathologists are reluctant to attempt this examination. 


Radiotherapy for Dupuytren’s Contracture 
Q.—Is there any evidence that radiotherapy is of value in the 
treatment of Dupuytren’s contracture ? 


A.—Radiotherapeutic technique is always a difficult matter to 
-write about. It is so liable to smack of “ prescribing by post,” 
whereas, of course, innumerable factors of clmical experience come 
into it when dealing with each particular patient. However, I would 
say that the answer to the above question is yes: in the early case 
both subjective and objective improvement is obtained. My own 
technique is by fractional doses over 10 days to produce a first-degree 
rythema. 


Quarantine for Measles 


Q.—What is the necessary period of quarantine for measles? The 
Board of Education lay down this period as a minimum of three 
weeks from the appearance of the rash. The Medical Officers of 
Schools Association booklet lays down ten days from the appearance 
of the rash. 


A.—Infectivity of measles is highest in the pre-eruptive stage and 
thereafter wanes rapidly. The period over which the virus remains 
viable and infective in any given case is probably determined by the 
amount of upper respiratory catarrh which accompanies the attack. 
Thus, in measles well modified by serum quarantine of no more 
than 4 to 5 days is necessary. At the other end of the scale clinical 
experience indicates that a sharp attatk of measles with pronounced 
catarrhal features or accompanied by coincident respiratory infec- 
tions such as whooping-cough, influenza, etc., may remain mildly 
infectious up to 12-14 days from onset. Thus, a period of 10 days 
from the appearance of the rash provides very adequate quarantine 


for all cases. 
Corneal Scar 


Q.—In the Journat of April 28, in an answer about a contact lens 
for corneal scar, your adviser hints at “ more simple and less ex- 
pensive methods.”” What alternative would he suggest to obtain the 
maximum optical efficiency ? 

A.—Where one eye -interferes with the vision of the other, the 
following are the usual methods of obtaining relief: (1) a ground 
glass in the appropriate spectacles in front of the interfering eye; 
(2) a “ clip-on ” opaque disk similarly placed; (3) a Chavasse glass 
(i.e., a crinkled glass) so that the cosmetic appearance is altered as 
little as possible. 


INCOME TAX 


Pension: Claim for Expenses 
F. S. is in receipt of a pension as from the death of her husband 
on active service. Can a claim be made (a) for insurance (endow- 
ment) and (6) for cost of storage of furniture, which was necessi- 


.tated by enemy action? 


*," (a) Yes, if the insurance is on the life of F. S. (6) No—there 
being no assessed income against which such cost can be off-set as a 
relevant expense. 


University Scholarship 


M. P. qualified two years ago and has now been granted a scholar- 
ship of £110 per annum. Is this liable to income tax? 


*.* Section 28 of the Finance Act, 1920, provides that income 
arising from a scholarship held by a person receiving full-time instruc- 
tion at a University . . . shall be exempt from income tax. If any 
doubt arises as to whether a particular scholarship comes within 
the section, the Commissioners of Inland Revenue are authorized 
to consult the Board of Education on the point. M. P. might ask 
the university authorities whether the point has been decided in 
connexion with a previous holder of this scholarship. 


Locumtenent and Travelling Expenses 
J. D. sends an inquiry of a general nature. 


*,.* In our opinion a locumtenent working for short periods in 
different areas during a financial year is normally to be regarded as 
exercising his profession in such a way as to bring him under 
Schedule D and to entitle him to all expenditure incurred “ wholly 
and exclusively ” for the purposes of his profession, including the 
expense of travelling from his residence to the places where he does 
his professional work. The correspondent to whom J.D. refers 
worked for one employer under terms which brought the earnings 
within Schedule E. That Schedule, in spite of the more stringent 
rule with regard to expenses, was preferable for the year concerned 
in the taxpayer's interest, and furnishes no guide as to the line to 
be taken in the usual type of locumtenency engagement. 
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LETTERS, NOTES, ETC. 
Examinations in Stages 


Mr. G. H. Cott, F.R.C.S. (London, W.1), writes: A surgeon who 
is well known to me was able to prepare for and make one serious 
attempt at passing the Final F.R.C.S. examination. He failed in 
one of the six parts. From then onwards he took passing shots at 
the examination each time it came round, but without further 
preparation. Each time for five times he failed in one of the six 
parts, and each time it was in a different part, so. that in all six 
attempts he failed once in every part. At the seventh attempt he 
drew winners in all the six parts, and being freed from thraldom has 
become a real surgeort in the Near East. The facts given show how 
examinations and examiners may fail when, in the so-called higher 
degrees, the element of chance becomes greater than the element of 
ability to show one’s knowledge. Examinations which hinder rather 
than help a prospective surgeon in the preparation for his life’s 
work should be abolished There are excellent alternatives for test- 
ing a.candidate’s surgical ability, and these are safer for the public, 
at any rate at the start-of his career! 


A New Covering for Skin Dressings 

Dr. R. StoprorD-TayYLor (Liverpool) writes; I was very interested 
and glad to read in the Journal of April 7 (p. 485) that Dr. J. E. M. 
Wigley had found a new use for perforated oiled silk. I would 
remind him, however, that the idea of using “ green protective with 
holes’ for the treatment of granulating surfaces following burns 
was suggested over 30 years ago. Perforated oiled silk has been 
freely obtainable through the usual channels of. surgical supplies 
for over ten years. It has been perfectly satisfactory, and there is 
no doubt of its value as a semi-occlusive and painless dressing. I 
drew attention to its use in the treatment of burns in a clinical 
memorandum in the Journal of March 15, 1941 (p.° 403). 


Unilateral Flush after Food 

Dr. A. D. McDwyer (Dublin) writes: In the question under the 
above title (May 12, p. 687) the account of a transient facial 
erythema, appearing at the beginning of a meal and vanishing in 
1/2 to 3/4 hour afterwards, seems to show a very close relationship 
to the auriculo-temporal syndrome, if it is not essentially the same. 
This syndrome, which has been the subject of reports in the litera- 
ture for over half a century, is characterized by redness followed 
by sweating, of one side of the face: although the two areas may 
not have the same extent. The vasodilatation may be accompanied 
by very mild pain. Objective alterations in sensation in this area 
innervated by the auriculo-temporal nerve may be elicited. The 
vaso-cultaneous manifestations are produced reflexly by tasting rather 
than chewing, especially spicy foods and also psychically by the sight 
of any procedure with food which stimulates the parotid gland to 
activity. In a large proportion of cases, if not all, there is a previous 
history of trauma in the region of the parotid gland, or of parotitis, 
usually complicating one of the imfectious fevers. 

To understand the theories of causation a short account of the 
anatomy will be of value. The auriculo-temporal nerve, a branch 
of the third division of the trigeminal, receives a communication 


via the otic ganglion from the glosso-pharyngeal. nerve, conveying. 


secretory fibres to the parotid gland, and then pierces the latter, to 
supply the skin over the temporal area, part of the pinna, and over 
the parotid gland. This nerve also receives a branch from the 
cervical sympathetic trunk, and a twig from the seventh nerve. It 
is suggested that subsequent to injury or parotitis there is increased 
formation of fibrous tissue around the nerve, which becomes com- 
pressed from the swelling of the gland when the latter is stimulated 
into activity. Vasodilatation and sweating are the consequence of 
this pressure on the vegetative fibres. Another theory is that the 
nerve is injured, either from trauma or from parotitis, and in the 
subsequent regeneration the glosso-pharyngeal fibres become diverted 
from their purpose of supplying the parotid gland. The third view 
is that this phenomenon is an exaggeration of the appearance 
normally seen in this area on a person’s face when eating. The 
first suggestion is the most favoured, and, as this condition has 
been present since birth, the possibility may be that the aetiological 
cause was trauma during delivery. I am not aware of any satis- 
factory treatment, but if the symptoms are troublesome irradiation 
has been suggested (W. Needles, Arch. Neurol. Psychiat., Chicago, 
1936, 35, 357). In view of the causation, could this really be wise? 


Yaws and Positive Kahn ’ 

Dr. G. SHEARER (Colonial Medical Service, Nigeria—on leave) 
writes: I read with great interest the answer to the question on 
““Yaws and Positive Kahn” in your issue of April 14 (p, 543). 
Having studied the problem of yaws closely there are certain parts 
of the answer I would like to comment on. I was glad it was 
emphasized that yaws was not endemic all over West Africa, and 
that in areas where it was not endemic syphilis is common. In 
some colonies yaws is endemic in some areas of the colony and 
not in others. In Nigeria, for example, yaws is endemic throughout 


the south, whereas in the north it is unknown, but syphilis js 5; 
Humidity as well as heat is a predominant factor in determining te 
endemic yaws areas. the J. 

The statement that the Kahn test may be rendered Positive 
leprosy, malaria, and trypanosomiasis is open to argument | 
regard to trypanosomiasis, I think the statement is inaccurate M 
colleague Dr. C. W. Hope Gill published an article in the Jow,o 
of the Royal Society of Tropical Medicine and Hygiene abou 193) 
showing that the Kahn test is not affected by that disease: 
following on his work in the area where yaws and sleeping sickness 
were both endemic, I had ample reasons to confirm his findings, 4 
certain amount of work on the effect of leprosy on the Kahn test 
has been done lately at a leper colony I know, but nothing has 
been published yet. It would be premature to make Pronounce. 
ments on it, but I am led to understand that the opinion formed 
is that the effect of leprosy on the Kahn test is so small and rare 
as to be of no importance whatsoever. As to malaria affecting the | 
Kahn test, the suggestion is new to me, and I would like to be | 
given some indications as to the authority for this statement. 

In the answer given it is stated that “if a positive Kahn js due 
to yaws a couple of short courses of N.A.B. would almost certainly :, 
reverse it,” and I agree entirely with this; but I fear the cases thys| 
treated would come into the category of inadequately treated yaws| 
infections, as the Kahn test would probably not remain negative! | 
Too much has been said and written about curing yaws with one of 
two injections of N.A.B. If we are to take the disappearance 
symptoms and external signs as a cure, then this is correct; but, | 
be logical, the disappearance of the primary sore in an early cag 
of syphilis would be regarded as a cure of that disease, The only 
criterion of cure in yaws as well as syphilis is a permanently nega- 
tive Kahn or similar serum reaction. It is unnecessary to test th 
cerebrospinal fluid in yaws. I have treated thousands of cases of 
this disease, and in many studied the results by the Kahn test, and 
{ have no doubt that adequate courses of N.A.B. with bismuth an) BRPe@Cts 
necessary to effect a permanent cure. 

In my experience it would be a grave mistake to ignore a one Civilia 
or two-plus Kahn in an African as suggested. If this is due Nutrit 
GE 


yaws, a small provocative dose of N.A.B. will increase the tite 
A cured case of yaws in childhood will not give a three- or four-phy 
Kahn in adult life unless there has been a reinfection with yaws 
infection with syphilis, but I would point out that the number @ 
West Africans having yaws in childhood or young adult life wh 
receive adequate treatment to secure a cure as defined is at preset 
I regret to say, very small—in fact, an infinitesimal proportion 
actual cases. 

Shortage of Medical Textbooks. 


Dr. R. D. Gray (Chippenham) writes: The recent discussion @ 


the House of Lords, and particularly the remarks of Lord Buk MEI 
master, tempt me to report an example of maldistribution whid Impacted 
may be of serious consequence if repeated up and down the county, of Infa 
Some months ago, when the position with regard to Gry Obstruct 
Anatomy was so acute that one London medical student resonel] inomen 
to an advertisement in your columns, a new copy of the latest edition | SHANK, ; 


was in the front window of the Salisbury branch of a popular book | Case of Al 
seller and more were available within. While the shortage cr | T 
tinues it might reasonably be expected that publishers would asst 
by confining their deliveries to the recognized medical and scientiic 
booksellers, and so avoid offering to the general public what the | GENERAI 


medical student cannot get. d | The Tasks 
Intestinal Obstruction by Gall-stone 


Dr. Rosert ANDERSON (Birmingham) writes: About 20 
I was called to see a woman of 75 who had been suffering im 
abdominal colic and vomiting for several days. There was not mit 
distension but there was visible peristalsis. On examination py THE SERV: 
I found a hard mass behind the uterus-and advised an opemimt) 
for relief. Her friends would not agree to it, but a few daysaie 
wards they asked me to bring a surgeon. When he came hea 
not find the mass I had found, but on opening the abdomen et 
his hand down into the pelvis and brought up a coil of small 
tine with a hard mass in it. He incised the bowel and the msm 
found to be a gall-stone fully an inch long and nearly as broad, 
patient recovered. The surgeon was the late Albert Lucas, FRG 


“ Predisposition ” to War Neuroses 
Dr. A. Harris writes from Wilmslow, Cheshire: With regat® 
Dr. Frederick Dillon’s letter (April 21, p. 570), I would damm 
attention to a paper by J. G. Sheps, “A Psychiatric Suma 
Successful Soldiers ” (J. Amer. med. Ass., 1944, 126, 271). 


Corrections 

Dr. K. D. Salzmann wishes to correct a mistake in the MRED. Todd 
published on May 26 (p. 748). The sentence should read “. 29% 
Read’s teaching is that doctors must take more time ané @ 
in instructing and reassuring childbearing women ” (not Measles 

In the Journal of May 26 (p. 758) a note was published on# 
and Dental Health.” The name of the author, Dr. A. 
should have been spelt without the final “ e.”’ 
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’ that the recovery rate of serum jaundice is of a scattered nature ; 
in some the disease is transient, in others there is a greater tend- 


Misuggested by Fox ef al. (1942). 
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The effects of diet on the course of various forms of jaundice 
have been the subject of some controversy. The purpose of 
this paper is to report on a series of 61 cases of infective 
hepatitis in men, 32 of which were treated with a high-protein 
diet with superadded vitamin B complex, and 29 by a classical 


i low-fat diet in which the protein was not augmented. 


Definition of Cases 


the severity and the duration of the disease are extremely 
variable (Stocks, 1944; Higgins et al., 1945). Recent claims 
have been made that the causal organism of infective hepatitis 


and N.A.B. and homologous serum jaundice are either similar 


or closely related. The fact that those diseases differ in their 
dinical course is best shown in Table I. The present series of 
61 cases of infective hepatitis are compared with 54 cases of 
homologous serum jaundice resulting from the same icterogenic 
yellow fever vaccine. These have been arranged into four 
groups, depending upon the duration of the illness as originally 
The number of cases in each 
group has been expressed as a percentage of the total in each 


series. 


Taste I.—Comparison with Serum Jaundice due to Yellow Fever 


accine 
Serum Y.F. Jaundice Infective 
Fox et al. | Personal Series Hepatitis 
Days under treatment: % % 
35 19 8 
>? eee o | 39 86 
C: 50-89 23 27 5 
D: 89 or over and fatal cases 12 15 0 
1] Cases in each series 739 | 54 61 


_ lt appears from the table that the majority of patients with 
infective hepatitis fall into Group B, whereas those of serum 
jundice are spread over a longer period. This would suggest 


ency to relapse (10%). On the other hand, infective hepatitis 


 *Ppears to be largely self-limiting and recovery spontaneous. 


In selecting cases for this experiment, therefore, the impor- 
lance is Stressed of using only those patients who gave 2 history 
of contact or in whom there was adequate epidemiological 


m cvidence of the disease. All cases which had been under arseno- 
ms therapy or had had yellow fever vaccine of an unknown batch 
y tumber, or had had transfusions within 200 days of onset, were 


txcluded. Five W.A.A.F. personnel were also treated under 
similar conditions, but, owing to paucity of numbers and pos- 
sible sex differences in the rate of return to normal, these have 
Rot been included. 

To exclude cases of Weil’s disease a leucocyte count was 
made on entry, and in no case was a total of over 10,000 per 


fmm. found. Infective mononucleosis was ruled out by differ- 


mential counts and by the classical Paul-Bunnell reaction on 


THE EFFECTS OF PROTEIN DIET ON INFECTIVE HEPATITIS 


BY 


E. M. DARMADY, M.B., M.R.C.P. 
Squadron Leader, R.A.F.V.R. 


(From an R.A.F. General Hospital) 


Past experience of infective hepatitis has made it clear that | 


selected cases. Only those who contracted the disease between 
Nov., 1943, and May, 1944, have been included in this series. 


Criteria of Progress 


During the course of treatment to assess progress four criteria 
were observed. (These were all based on the time taken to 
return to normal after admission to hospital.) 

The first—the presence daily of bile in the urine—was tested 
by the iodine.and foam test. The second—the excess of bili- 
rubin in the serum—was assessed by the quantitative van den 
Bergh reaction as described by Harrison (1937), using the Lovi- 
bond disk. Normal was taken as being less than 0.6 mg. per 
100 c.cm. ; this test was made every fifth day initially, but later 
was carried out when the clinical signs suggested the icterus 
was minimal. The third criterion was the degree of parenchy- 
matous liver degeneration as determined by the intravenous 
hippuric acid test of Quick (1939). The analysis of the urine, 
however, was carried out by the method of Weichselbaum and 
Probstein (1939). Two-hourly samples were used throughout, 
as these were considered to be more exact and sensitive. 
The fourth criterion was the time taken to return to duty. 


Conditions of Experiment 


It was decided to try the effects of foodstuffs readily avail- 
able, supplementing these with vitamin B complex in the form 
of bakers’ yeast. Two diets were arranged ; the first, based on 
those of Patek and Post (1941) and Fleming and Snell (1942), 
contained 370 g. carbohydrate, 154 g. proteins, and 108 g. fats. 
Vitamin B complex was given as bakers’ yeast, 30 g. daily by 
mouth. Parenteral liver (2 c.cm. of anahaemin) and thiamine 
hydrochloride 5 mg. were given twice weekly subcutaneously. 
Later the original diet was modified to a more fluid character 
for some patients in the initial stages. The second was a 
classical low-fat diet—320 g. carbohydrate, 70-90 g. proteins, 
60 g. fats—and acted purely as a control. Vitamins were not 
supplied in excess of those already contained in the diet. 
Table II gives details of the diets used in the investigation. 

Through the courtesy of the commanding officer a 40-bed 
ward was set aside for the treatment of infective hepatitis. 
Cases were admitted alternately, without prejudice, to the right 
and left sides of the ward. Those on the left side received the 
high-protein and vitamin B diet, and those on the right the 
control. Officers were accommodated in the side wards and 
were given the same diets as the airmen. The ward was never 
completely filled at any one time, so that this method of random 
allocation to the diet group presented no difficulties. 

While in hospital patients were kept in bed until their liver 
function was found to be normal by the intravenous hippuric 
acid method. When the urine became bile-free they were 
allowed to go to a convalescent home, or, in the case of 
officers, on sick leave. Initially, during the period at a con- 
valescent home those on the high-protein diets were returned 
to their normal airman’s rations (approximately 100 g. of pro- 
tein a day), and yeast was withheld. Later, the high-protein 
diet and yeast were continued during the entire treatment. 
When in the opinion of the medical officer in charge of the 
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convalescent home evidence of clinical jaundice was minimal, 
the patient returned to the main hospital and the van den Bergh 
test was repeated. 


Taste I1.—Details of the Diets 


Prescription (approximate) 
High Protein Semi-fluid High Protein | Low Fat 
(C., 370 g.; P., (C., 230 g.; P., 120g.;| (C., 320g.; P 
F., 108 g.) F., 110g.) | 70-95 g. E 60 g.) 
90 g. prunes 180 g. milk | 30 g. porri 
30 g. cornflakes 30 g. cornflakes 90 g. a 
15 g. sugar 15 g. sugar 90 g. bread 
Break- 80 g. milk 1 cee 90 g. marmalade 
fast 1 egg g. bread 60 g. milk 
60 g. bread 15 g. marmalade | 
20 g. butter g. butter 
15 g. sugar in tea 
15 g. marmalade 
30 g. yeast 30 g. yeast Lemonade 
9 a.m 150 g. milk 150 g. milk 15 g. sugar 
15 g. sugar 15 g. sugar 
90 g. meat 90 g. mashed potatoes | 120 g. fish 
120 g. potatoes 15 g. butter 120 g. potatoes 
g. brea | g. vegetable purée g. milk pudding 
midday 20 g. butter 90 g. milk pudding or fruit 
120 g. sweet 
180 g. milk 
15 g. sugar in coffee 
30 g. yeast 30 g. Lemonade 
2 p.m 150 g. milk 150 g. milk 15 g. sugar 
15 g. sugar 15 g. sugar 
60 g. bread 60 g. bread 90 g. bread 
Tea, 15 g. butter 20 g. butter 60 g. jam 
4 p.m. 15 g. jam 15 g. jam 60 g. milk 
Green salad 8 g. butter 
120 g. soup 120 g. soup 120 g. soup 
90 g. meat 90 g. minced meat | 90 g. meat 
Supper 120 g. potatoes _ 90g. mashed potatoes | 120 g. potatoes 
90 g. vegetables | 90g. vegetable purée 90 g. milk pudding 
90 g. stewed fruit 15 g. butter and stewed fruit 
180 g. milk | 180 g. milk 180 g. milk 
9 p.m. 15 g. ovaltine 15 g. sugar 
. 15 g. sugar 


Comparison of Home and Oversea Cases 


Of the 61 cases concerned in the experiment, 23 (8 of these 
were air-crew, 7 of whom were officers) had recently returned 
from North Africa within the prescribed incubation period of 
30 days, and can be said to have contracted the disease away 
from this country. The remaining 38 (7 were air-crew, of whom 
4 were officers—1 officer on ground duties was also included) 
had not left this country. To ensure that the disease of North 
Africa was no more severe than that contracted here, a com- 
parative test was made. Table III shows the number of cases 
placed on each diet from home and oversea service. It is clear 
that precisely the same proportion of these two groups were on 
the experimental and the control diets. 


Taste [II 
Experimental! Diet | Control Diet Tota! 
Home cases .. ae 20 (52-69 18 (47-4% 38 
Oversea cases ae 12 | il 23 


This allows a comparison to be made (Table IV) between. 


home and oversea cases without the possible effects of diet 
interfering. In order that these results should be comparable 
with those of other observers, the cases have been further sub- 
divided. Those coming under treatment in hospital within one 
week of the initial symptoms are designated “ early ” and after 
this time “ late.” 


Taste IV.—Comparison of Home and Oversea Cases. Mean 
Duration before Return to Normal in Days 


Late Cases Early Cases Total Cases 
Home | Oversea) Home | Oversea | Home | Oversea 
Biliuria .. .. | 15-0 (9)| 12-4 (8), 11-4 (29) | 11-8 (15) | 12-3 (38) | 12-0 (23) 
Van den Bergh .. | 26-6 (9) | 20-4 (8) | 24-3 (29) | 24-4 (14) | 24-8 (38) | 22-9 (22) 
Hippuric acid .. | 16-3 (9)| 11-6 (7)| 12-8 (28) | 12-5 (15) | 13-6 (37) | 12-2 (22) 
Duration of treat- | 34-0 (9) | 25-8 (8) | 32-0 (29) | 30-5 (15) | 32-5 (38) | 28-8 (23) 
ment 


The number of observations upon which the mean is based appears in brackets. 


No significant difference is seen in the duration of 
the standards of fitness from either home or oversea aa 
It is therefore considered that the origin of the disease h a 
bearing on the effects of diets, and, in any case, since th a 
either diet include equal proportions of home and a 
cases, there can be no error from this source. = 

The comparative figures for the diet gro ar 
Table V. 


TasLe V.—Comparison of Diet Groups. Mean Durati 
Standard Deviations in Days a 


i 
Late Cases Early Cases Al Cases 


H.P. | Con- | H.P. | Con- | HP Tan 
Diet | trol | Diet | “rot | pi | 
Biliuria: 
Number of cases .. 7 22 2 ing 
Mean duration .. | 130 | 149 | 125 | 106 | 126 | 
S.D. $4) 401] $21] 
Van den Bergh: | 
Number of cases .. .. | 10 ? 22 21. | 32 2 
Mean duration .. -. | 241 23-0 24-7 23-9 24-5 | 23% 
S.D. 10-2 80 | 127 
Hippuric acid: | 
Number of cases .. on, 6* 22 21 32 27 
Mean duration .. «ot 20-2 13-8 11-5 128 | 134 
S.D. 96 68 | 157 
Duration of treatment: 
Number of cases .. 10 22 32 29 
Mean duration .. -. | 280 33-1 33-1 | 29-9 3S | 3H 
S.D. 12-6 8-4 110 | 122 


Owing to the smail number of cases occurring in the late series the standay 
deviation has been omitted. Go 

* This figure includes | case in which the liver function was subnormal through 
out hospitalization. 


From Table V it is seen that cases coming under treatmen 
late are small in number and unevenly divided, whereas thos 
coming under treatment early are equally divided. In com 
paring results there does not appear to be any’ differen 
between late and early groups. This is surprising, but may b 
explained by the fact that only those patients who did not sho 
any immediate response to treatment were transferred fro 
their station sick quarters. These cases tended to be me 
severe than those in the early series. 

Two cases placed on the high-protein diet relapsed. 
were both air-crew, and both came under treatment early. 
first case—No. 20—relapsed while at the convalescent ho 
Biliuria was absent and a normal liver function test was obtaine 
before entry to the convalescent home. This patient's 
period of biliuria and liver failure has not been included. 
second case—No. 8—was discharged from hospital bile-fre 
the van den Bergh was within normal limits, and the liver fu 
tion test was normal on discharge. Relapse occurred I! d@ 
later. The second period of hospitalization of this case h 
not been included, as the object of the experiment is to t 
the time taken to return to duty. 

Case 6, coming late under treatment in the control series, 

a prolonged course. Biliuria persisted for 80 days, and the live 
function test was still subnormal on discharge. 

With so small an experience no significance can be attach 
to these few individual reactions. In general the evidence git 
by Table V is that there was no material difference at: 
between the two diet groups in any of the four charactenst 
measured. 

Discussion 


It is possible that the total numbers of cases may be « 
sidered to be too small for conclusions to be drawn from te 
experiments ; but it was felt that, since the epidemic pe 
occurs largely during the winter months, care must be taken 
include only those from any one winter period, incase of ye 
variations in the severity or alterations in the type of 
disease. 

The importance of even distribution has been recognized 
allotting the diet, and statistical analysis has been unde ay 
to ensure that the use of cases from different areas of infed 
has not influenced the experiment. It would appear that dise 
of North Africa in no way differs from that in this cou 
As Clifford Wilson (1945) has recently stated, the pall 
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other than their illness ; for this reason other criteria have been 
taken to assess their progress. 

The benefit of protein in this disease has largely been based 
upon the effects of diet in nutritional liver disorders. In the 

resent series it is of interest to note that those on the experi- 
mental diet did not show any improvement over those in the 
control series. This is in striking contrast to the claims made by 
Beattie (1943-4), who has stated that with hepatitis it was pos- 
sible to reduce the time spent in hospital by as much as 37% 
by dietetic measures alone. He further states that, roughly, 
the average stay in hospital is inversely proportional to the daily 
intake of protein. It is not clear to which type of hepatitis he 
refers, nor how much protein is given, but he quotes an average 
of 150 g. of protein a day in one series—the figure used here. 

The active principle in preventing nutritional liver disorders 
has been traced to sulphur-containing amino-acids, of which 
methionine appears to be the foremost. It is not possible to 
determine the methionine content of the diets used in our series, 
but it is interesting to observe that Wilson ef al. (1945) and 
Higgins et al. (1945), using oral methionine, were unable to find 
any statistical difference, using comparable criteria to assess 
progress. 

Macrae et al. (1943) have demonstrated that the protein intake 
of the R.A.F. has exceeded the generally accepted standards of 
protein requirements. Whether the self-limitation of the dis- 
ease as shown in Table I is due to the probable protein stores 
can only be a matter of conjecture. Himsworth and Glynn 
(1945) have ‘pointed out that the case-mortality rate of 
the disease of allied pathology—post-inoculation jaundice 
—was 2.5% in the cases of Fox et-al. (1942), whereas that 
in the cases of Findlay et al. (1944) it was 1.5%, the difference 
being considered to be due to the relatively poor nutrition of 
Fox’s cases. This may suggest that the effect of protein is 
maximal as a protective but not as a restorative measure, and 
that, as protein deficiency is not found in the R.A.F., this may 
be the reason for the similarity of the two series. It is clear, 
however, that no harm arises as the result of the increased 
protein, and, in the meantime, a further experiment on similar 
lines is being undertaken with widely divergent protein intakes. 


Summary 


The progress of 61 cases of infective hepatitis in the R.A.F. is 
assessed ; 32 were treated with high-protein diet with added vitamin 
B complex and liver extract ; 29 were on a control diet. No response 
to this form of therapy is noted. Two cases relapsed following the 
high-protein vitamin B diet. 


The recovery rate of a series of cases of jaundice due to icterogenic 
yellow fever vaccine is compared with a series of cases of infective 
hepatitis. 

No difference has been found between the course of cases from 
North Africa and those from this country. 


My thanks are due to Air Vice-Marshal Sir Harold Whittingham, 
K.C.B., for allowing me to publish this paper; to Dr. A. Bradford 
Hill (Consultant in Medical Statistics to the R.A.F.) for advice on 
the statistical analysis; to Group Capt. J. G. Russell and Grow 
Capt. G. A. M. Knight, commanding officers of an R.A.F. hospital, 
for potting aside a ward for the treatment of these cases; to Wing 

rs. T. Macrae, O.B.E., and C. Hardwick, and Squad. Ldr. 
S. Yudkin, for criticism and advice; to Fl. Officer D. M. Forgan 
for supervision and preparation of the diets; to Sisters MacLeod 
and Fleet, of P.M.R.A.F.N.S., for the careful way in which the 
Patients were supervised ; and to the laboratory staff, who have met 
the extra work with zeal and enthusiasm, 
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CIVILIAN DYSPEPSIA 


F. AVERY JONES, M.D., M.R.C.P. 


Physician in Charge of Dietetic Department, Central Middlesex 
County Hospital 


AND 


H. POLLAK, M.D.Prague 
Physician, Central Middlesex County Hospital 


Service reports leave no doubt that dyspepsia is an important 
medical problem of the war, and the purpose of this paper is 
to show that the same problem exists at home. The present 
series of cases covers two years—1943 and 1944—at a hospital 
which serves a large industrial and poor residential district in 
Greater London. All patients with dyspepsia were referred 
to the special dietetic out-patient department or to the dietetic 
wards under our care. Both the surgical and the medical 
complications of peptic ulcer were admitted to our department, 
and therefore a satisfactory perspective of the peptic ulcer 
problem was obtained. A small number of ulcer patients 
remained in other wards but were fed from the diet kitchen 
and have been added to our series ; probably 98% of dyspepsia 
cases attending the hospital are included in our figures. The 
dietetic department has been working eight years, and therefore 
the figures represent an equilibrium which has been established 
with the district. A detailed history and examination were 
recorded in all patients, and are available for further analysis. 
Barium meal examinations were made in nearly every case, 
and gastroscopy was freely used in trying to achieve an accu- 
rate diagnosis. The clinical material is summarized in Table I. 
The series does not include about 200 patients referred from 
other hospitals for gastroscopy. 


“ X-ray negative ” Dyspepsia 


Of all new patients with gastric symptoms 59% have a peptic 
ulcer. The large group of non-ulcer dyspepsias (41%) will be 
the subject of a later report, and only a brief account of them 
will be given. First there was a small group of patients with 
obvious air-swallowing or nervous vomiting. Secondly, various 
physical causes may be finally diagnosed—e.g., chronic gastritis, 
gall-bladder disease, carcinoma ventriculi, early congestive 
heart failure, pulmonary tuberculosis, diaphragmatic hernia, 
or habitual purgation. In the majority of cases no definite 
diagnosis could be given, and they include all degrees of 
dyspepsia from slight occasional discomfort to regular remit- 
tent dyspepsia. At least half ‘this group gave histories suggest- 
ing peptic ulcer, and sometimes a subacute gastric ulcer was 
found gastroscopically. We believe they are indeed peptic 
ulcer subjects, and correspond with the many patients with 
proved ulcers (especially duodenal) who give a history of 
having had a previous negative barium meal examination. 
Many of these dyspepsia cases seem to arise from the same 
factors that favour peptic ulcer—the rush and hurry of modern 
life, with its fatigue, worries, irregular meals, and nervous ten- 
sion. Modern civilization provides good opportunities for the 
energetic and conscientious constantly to irritate their stomach. 
The intensity and duration of the stimuli may determine 
whether there is only irritability of the stomach or duodenum 
or a peptic ulcer is in process of formation. 

It is worth noting that, although gall-bladder disease was 
constantly being looked for and many negative cholecystograms 
were being obtained, in only 23 (5 males and 18 females) out 
of 1,522 patients was there good evidence of cholecystitis or 
cholelithiasis ; and as a cause of women coming to hospital 
with dyspepsia, duodenal ulcer (91 cases) was five times us 
common as gall-bladder diseases. These figures do not include 
the patients admitted to other wards with biliary colic or 
jaundice, but, even so, during 1944 the Medical Research 
Council Classification of Diseases Register (in-patients only) 
showed only 34, 20, and 4 admissions for the groups 545 
(cholecystitis), 546 (cholelithiasis), and 547 (other gall-bladder 
diseases) respectively. 
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Taste 1.—Summary of Clinical Material at the Central Middlesex County Hospital from Jan. 1, 1943, to Dec. 31, 1944 


In-patient admissions (general medi- | 15,836 | 
cal and surgical) | | 


Excludes 2,582 mothers and 2,631 babies | Tes 
in the maternity department } 


New patients attending consulting 16,074 
out-patient department (general 
medical and surgical) 


electrical, x-ray, casualty, and V.D. 
departments. Many were probably 
admitted and are included in the 


| first group 
New patients with gastric symptoms 1,522 G.U., 271 (F., 79) 7-3 The gastric ulcers include 42 acute gastric _ Gastr due a 
attending dietetic clinic as in- . D.U., 681 (F., 91) ulcers diagnosed gastroscopically and ratio |: ae 
patient or out-patient, or both Post-operative dyspepsias, 33 probably not visible radiologically. 
(but not counted twice) ** X-ray-negative,” 342 58 “* pyloric or juxtapyloric” ulcers 
ni ee ” haematemesis, 57 are included with the duodenal! ulcers 
uodenitis, 


Pylorospasm, 28 
Gall-bladder diseases, 23 
Carcinoma ventriculi, 44 


Gastritis, 21 
Admissions with frank haematemesis 220 G.U., 56 (F., 23) The gastric ulcers include 15 ulcers | Gastric/duodenal ulcer 
and/or melaena D.U., 67 (F., 14) demonstrated gastroscopically but not ratio 1 : 1-2 
Post-operative, 15 (F., 3) visible when x-rayed during con- 
** X-ray-negative,” 57 valescence 


Miscellaneous, 25 


Admissions with perforations 90 G.U., 11 (F., DD 


Gastric/duodena! ulcer 


D.U., 77 (F., 7) ratio 1:7 
Jejunal ulcer, 2 

Deaths attributable to peptic ulcer 27 G.U., 15 Haemorrhage, 11 deaths Gastric/duodena 
DU. Il Perforation, 10 deaths (3 not operated on) ratio 1:03 
J.U., After elective surgery for peptic ulcer, 


6 deaths (116 partiai gastrectomies 
and 16 gastro-enterostomies) 


Peptic ulcer was diagnosed in 952 patients. 


TasLe Il.—Peptic Ulcer Cases 


| 
M. F. | Tota! | Ratio 
Acute gastric ulcer (gastroscopic) 21 21 42 is 
Chronic gastric ulcer (lesser curvature or 171 229 533 
adjacent anterior or posterior walls) 
Pyloric ulcer 46 | 2 | 1:4 
Duodenalulcer .. és os 623 1:6 
782 | 170 | 952 | 1:47 


Age and Sex Incidence 

The accompanying Chart shows the maximum incidence for 
gastric ulcer between 40 and 60, but duodenal ulcer has an 
earlier peak at 35 to 39. The pyloric ulcer curve corresponds 
more closely with the gastric ulcer than with the duodenal ulcer 
curve, but a possible fallacy may be that scarring from long- 
standing duodenal ulcer may cause deformity of the pyloric 
canal. 

Apart from the rapidly healing acute ulcers, in which the 
sex ratio is equal, there is a big preponderance of men, and 
it is interesting to note the different sex ratios. As duodenal 
ulcer has a different sex and age incidence from gastric ulcer 
it is possible that different factors are involved in their causa-_ 
tion. There are big variations in the proportion of gastric 
and duodenal ulcer in various series from different parts of 
the country and from different sections of the community. 
If there are varying aetiological factors between gastric and 
duodenal ulcer a clue might be found where there are signifi- 
cant differences, 


Relative Incidence of Gastric and Duodenal Ulcer 

There are six possible fallacies in comparing published 
figures. First, the civilian series refer without exception to 
patients admitted to hospital or nursing homes. It is fair to 
say there is a bias towards admitting gastric rather than 
duodenal ulcer cases because a large lesser-curve ulcer is 
more impressive than a deformed duodenal cap, and the 
patient often looks more ill. Further, there may be a sus- 
picion of malignancy with a gastric ulcer. One of us (F. A. J.), 
working at St. Bartholomew's Hospital before the war, can 
confirm the operation of the bias. The pressure on beds did 
not allow uncomplicated ulcers to be admitted, and the 
majority of duodenal ulcer patients were returned to their 
doctor after the x-ray diagnosis had been established. In 
1936 the G.U./D.U. ratio of in-patients was 1:0.79, but an 
examination of the x-ray department reports in the same year 


showed a G.U./D.U. ratio of 1:2.2. Secondly, it is neces- 
sary to know how offen pyloric or pre-pyloric ulcers are 
diagnosed and whether they are included with the gastric 
or the duodenal ulcers. There is good reason for following 
Illingworth er ail. (1944) and including them with the duodenal 
ulcers, for at operation it may be very difficult to decide 
whether the ulcer is pyloric or duodenal, and it is our experi- 
ence that the radiological diagnosis of pyloric ulcer is not 
always confirmed at operation and the ulcer may be duodenal: 
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Chart showing the age and sex incidence in a series of 952 cases 
of peptic ulcer. 


and, further, a pre-pyloric ulcer is extremely rare gastroscopr 
cally. Thirdly, it is fallacious to argue from the proportio® 
of ulcers which bleed, perforate, or cause death, as cam 0 
seen by the variation in ratios in this series of consecull 
cases attending one hospital (Table I). Fourthly, the social 
status is apparently significant, for death-rate studies show thi 
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deaths in the wealthy than in the 
r (Morris and Titmuss, 1944). Fifthly, the age incidence 


series is most important, because the age peak 


for duodenal ulcer is apparently earlier than for gastric ulcer 


(see Chart). 


changes 
fallacy ma 


diagnosed gastroscopically. 


gastroscopy 
cases from ou 
1:2.5 to 1: 3.0. 


from 1: 2.5 for the whole series to 1: 5.5! 
y be the inclusion of “ x-ray-negative ” gastric ulcers 


Taking only males under 45, the G.U./D.U. ratio 


The sixth 


In many of the previous series 


has not been performed, and the exclusion of such 
r series would alter the G.U./D.U. ratio from 


Taking these points into consideration, it may be profit- 
able to review the figures given for London, elsewhere in the 
‘country. from the Services, and for private patients. 


- 


Ill.—London Series 


Source No. Year | G eh a 
1921 1: 0.36 
Registrar-General (Tidy, 1944)... | 
Admissions to L.C.C. Hospitals (Daley, 15,443 1933-8 0-62 
a. at London Hospital (Souttar, 1,275 1923-5 | 1:10 
1927) 
Admissions to St. Thomas's Hospital : 
Admissions to St. Bart’s : 0 
Sample of X-ray dept.’s barium meal 80 1936 | 1:22 
reports at St. Bart’s | 
| 
The present series 952 | 1943-4 | 1:25 


Our conclusion that duodenal ulcer is 24 times as common 
as gastric ulcer is the complete reversal of previous series, and 
we believe the difference is due to the inclusion of out-patients 


in our series. 


This view is supported by the d.fference 


between the G.U./D.U. at St. Bartholomew's Hospital 
in 1936 for in-patients (1 :0.79) and the x-ray department figures 
for in-patients and out-patients (1 : 2.2)—suggesting that the 
majority of duodenal ulcer cases were not admitted to the 
wards, The Registrar-General’s ratio is probably fallacious, 
for a chronic gastric ulcer is more lethal than a duodenal ulcer 
should bleeding or perforation occur. 


TasLe IV.—Service Series 


No. with | G.U./D.U. % 
Dyspepsia Ratio* Ulcer 
Army: 
Morris (1940) 500 1: 8-7 42-8 D.U. include 10%+ 
. juxtapyloric ulcers 
Brockbank (1942) .. 931 1: 65 41-5 U. include 6-3%+ 
juxtapyloric ulcers 
Spillane (1941) 200 1:45 32 No mention of py- 
loric ulcers 
— and Kerr 246 a: 5-9 64 ” ” 
Hill (1943) .. 197 1:47 34-6 D.U. include 4-5%+ 
: pyloric ulcers 
Tidy (1941) 2,500 1:44 51-9 D.U. include 8% 
pyloric ulcers 
Hinds Howell (1942) 1,422 1:46 51 D.U. include 5%+ 
pyloric ulcers 
Payne and Newman | 287 1:42 78 No mention of py- 
(1940) loric ulcer 
Navy: 
Wade (1942) = 1,063 1:60 45 »» ” 
Allison and Thomas 100 1: 53-7 45 
(1941) 
R.A.F.: | 
Rook (1943) ++ | 194 1:40, 
Present series (1943—4) : 
Malesunder 45. 610 


1:55 | 66 | 


* Where possible, calculated to include pyloric ulcers with duodenal ulcers. 
t These percentages refer to the total series. 


Where possible, the figures given include the pyloric ulcers 
with the duodenal ulcers ; this can be a significant factor, for 
if included with the gastric ulcers Hinds Howell’s series gives a 
ratio of 1: 2.5 instead of 1: 4.6. The overwhelming preponder- 
ance of duodenal ulcer is seen in all the series, and it seems 
0 correspond to the ratio 1: 5.5 obtained from our civilian 
series by taking only males under 45. 


r 65 gastric ulcer is more lethal in the poor and that’ - Nicol (1941) suggests there may be significant variations in 


different parts of the country, and gives the following figures : 


TaBLe V.—Geographical Variations 


G.U,/D.U G.U,/D.U. 
Ratio Ratio 
Glasgow Croune, 1927) .. 1:64 Leeds (Flint, 1927) 
Aberdeen (Nicol, 1941) .. 1: 68 London (Souttar, 1927)... 1:10 
Edinburgh (Wilkie, 1927) 1: 61 


Nicol doubted the validity of the London figure, and his 
suggestion that more duodenal ulcers are treated at home seems 
to be correct, but there is still a gross discrepancy with the 
Scottish figures. Whether this may be due to an absolute 
increase in duodenal ulcer or whether gastric ulcers are less 
frequent in Aberdeen remaifs to be studied. Table VI gives 
available figures for private cases. 


TasLte VI.—Private Cases 


No. G.U,/D.U. Ratio 
London (Ryle, 1932) oa 1:40 
New Lodge Clinic, London (Barford, 


There is probably little selection with private cases, for all who 
are seen in consulting-rooms or nursing homes are likely to be 
included. Even if the pyloric ulcers are included with the 
gastric ulcers there is a greater incidence of duodenal ulcer 
than in our own series, and duodenal ulcer may be more 
common in private than in hospital practice. 


Ratio of Fatal Cases to New Patients 


During the two years 1943-4 there were 1,522 new patients 
with gastric symptoms ; 952 of these had proved peptic ulcer, 
and 27 died from peptic ulcer—i.e., there were 35 new patients 
for every death from ulcer. The ratio is open to criticism, but 
the possible fallacies may in part cancel themselves. The 
number of ulcer cases does not take into account the patients 
diagnosed as “ x-ray-negative ” dyspepsias with an ulcer-like his- 
tory, and it does not include the “ x-ray-negative ” haematemesis 
and melaena or patients with pylorospasm. The majority of 
such patients are probably candidates for peptic ulcer if ulcers 
are not already present. 

Our numbers are too small to allow more than a rough 
calculation, but they help to provide an estimate for the ulcer 
population in England and Wales. First, between 1929 and 
1938 there were 43,200 deaths from peptic ulcer, and there- 
fore 43,200 35= 1,512,000 people may have developed ulcers 
during that time. Secondly, comparing the age incidence of 
our new patients and our deaths, and applying the ratio in 
each age group tothe national figures, an estimate can be made 
of the number of ulcers beginning in one year (Table VII). 


TasL_e VII.—Estimate of Number of Ulcers beginning in One Year 
(Males only) 


National | 


| 
Age Group Cases | Deaths Ratio | ths National 
(1938) 
-15 I 0 
1s-25 25 0 160 x 54 =  9,000* 
25-35 160 1 160 x 170 = 27,000 
35-45 225 1 225 x 488 = 110,000 
45-55 188 10 19 x 882 = 17,000 
127 5 25 x 1,063 = 26,000 
63-75 | 50 4 12 x 644 = 8,000 
75+ 6 = tee 
782 4 3,552 198,500 
Assumed age 25-35 ratio. 


This would suggest that nearly 200,000 men develop peptic 
ulcer each year. The mortality of patients treated in a special- 
ized gastro-intestinal clinic is likely to be lower than in the 
country as a whole. This may be offset by the probability 
that most gravely ill patients are sent to hospital, whereas many 
with mild peptic ulcer symptoms are treated by their doctor 
and not referred to us. 

Thirdly, the post-mortem incidence of active or healed ulcer 
in the stomach or duodenum has been given as 10.25% of all 
necropsies in a general hospital (Hurst and Stewart, 1929). 
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Mr. R. M. Titmuss has kindly assisted us with these calcula- 
tions, and considers we are justified in giving a rough estimate 
that the number of living people in England and Wales who 
have suffered from peptic ulcer is around 1,500,000 and may 
even be higher. We do not wish to stress these figures except 
to indicate that peptic ulcer seems to be an appreciable problem 
in this country. 


Peptic Ulcer: A Modern Industrial Problem 


Unfortunately many cases of peptic ulcer relapse, and the 
majority of those who have had ulcers have to follow simple 
rules to avoid further symptoms—e.g., regular meals with 
balanced diet, avoidance of common indigestible foods, avoid- 
ance of undue fatigue, and maintenance of a calm philosophical 
outlook on life. It is a problem which mainly confronts men 
during their working life and often when at their prime. 
Although peptic ulcer does not cause heavy loss of life (little 
more than 1% of non-violent deaths) it results in much suffer- 
ing and incapacity for work. The ulcer subject has “ guts” 
even if they are weak ones, and he does not give in easily. 
The man with a duodenal ulcer is usually of special value 
to industry, for he is over-conscientious, with plenty of drive 
and a sense of good standards of work. 

The magnitude of the problem demands further study of 
those factors in modern industrial life which favour peptic 
ulcer. 


Summary 


An analysis in given of all patients with digestive trouble coming 
to a large general hospital in Greater London. Of 1,522 patients, 
952 were found to have peptic ulcer. , 

The ratio of women to men with peptic ulcer was 1: 4.7. 

The ratio of gastric to duodenal ulcer was 1: 2.5. This is higher 
than in previous London series. 

The ratios of previous series are considered and possible causes 
for discrepancies discussed. An important factor is the exclusion 
of out-patients in most -series, for patients with duodenal ulcer 
probably have less chance. of hospital admission than those with 
gastric ulcer. 

The ratio of gastric and duodenal ulcer in Service series is found 
to be equivalent to the figure for males under 45 in the present 
civilian series. 

Calculations suggest there are about 1,500,000 living people in 
England and Wales who have suffered from peptic ulcer. 


Thanks are due to Miss C. F. Harris, our dietitian, who has k 


a careful record of all in-patient and out-patient diagnoses. e 
are also grateful to Mr. R. M. Titmuss for statistical advice. 
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Increased standard rates of pay and improved conditions of service 
for mental nurses in Scotland are among the recommendations by 
the Scottish Nurses’ Salaries Committee to the Secretary of State, 
who commends them for adoption by hospitals in a circular issued 
by the Department of Health for Scotland. The Taylor Committee 
has been dealing during the last three years with nurses’ salaries and 
has still to submit its complete report, but puts forward to the 
Secretary of State a summary of the points on which agreement has 
been reached up to date. The present recommendations will apply 
from April 1, 1945... The scales awarded are broadly similar to those 
recommended last year by the Rushcliffe Committee for mental 
nurses in England and Wales. 
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The incidence of anaemia, especially of nutritional Macrocytic 
anaemia, in relation to the animal protein content of the diet 
is of interest in countries such as India, where most of the 
population live on barely adequate or frankly inadequate diets 
During war and post-war periods, when nutritional anaemias 
are probably more widespread, the subject becomes of world- 
wide importance. 

The study of the incidence, type, and severity of cases of 
anaemia in relation to the diets of a population affords som. 
evidence of the inadequacy of such diets. This note is based 
on 50 consecutive unselected cases of anaemia seen between 
May 1 and. Sept. 15, 1944, studied from this point of view 
They occurred among a population of adult male Indian 
(17,000 meat-eaters and 1,188 vegetarians), all the sick of which 
were admitted into one hospital. The men had been on knows 
rations for over two years. The men and their quarters wer 
medically inspected regularly. The locality was a desert and “ 
the climate was extremely hot in summer. The hospital admis- Temporary v 
sion rate was the low one of 1.5 per 1,000 per day. There was , 
practically no fresh malaria and the dysentery rate was very} yeat-caters: 
low. All cases with red blood counts of under four million} ! 


_cells per c.mm. or corresponding haemoglobin of under 116g] 10 


were investigated, with the exception of cases admitted for} 12 
obvious pulmonary tuberculosis. This arbitrary standard wa i 
adopted to exclude borderline cases. Hy 

The following normal ranges for absolute values, suggested 
for general use in India by Napier and Das Gupta (1942), wer 
adopted for analysis of this series: mean corpuscular haetho- 
globin (M.C.H.) of 24 to 33 micromicrograms (yy), miean cor 
puscular haemoglobin concentration (M.C.H.C.) of 30 to 35%, 
and mean corpuscular volume (M.C.V.) of 80 to 100 cubic 
microns (c.). 

Examinations were carried out on oxalated venous blood 
The standardized Sahli haemoglobinometer was used. Stool 
and urine examinations, test-meal, sedimentation rate, Kaho 
test, and skiagrams of the chest were carried out, in addition 
to a full clinical examination, in all cases. The first blood 
examination figures, after admission, and the results of othe 
investigations, are shown in Table I. : 

All 50 cases, except one, had complicating factors (TableM| of miik y, 
An analysis ‘of the 50 cases according to age, occupation) ~ 
race, and living conditions failed to bring out any differences; 
but it was found that 27 of them were lifelong vegetarians, 

2 were temporary vegetarians, and 21 meéat-eaters. The vege I 
tarians had never taken meat or eggs. The vegetarians aj} 
meat-eaters were fed from the same kitchens. They wet 
equally exposed to malaria, hookworm, and other diseases. M0 
difference in general body development was seen in the belies . 
groups. The two temporary vegetarians suffered from dyspepil | amoebic = 
and undulant fever. The dyspeptic patient had omitted melt}; 
from his diet for six months. The undulant fever case ia 
lived on a hospital milk diet without meat or eggs for i 
months. 

It was possible to check with some accuracy what was ale. 
The daily rations were: 18 oz. of atta (wheat flour) or mm, 
24 oz. of dhal (pulses), 34 oz. of ghee (clarified butter 
vegetable oil), 2/3 oz. of condiments, 2 oz. of onions, 2 oz. of 
potatoes, 4 oz. of fresh vegetables, and 6 oz. of fresh mutitt 
with bone, for five days in a week. Leafy vegetables we 
issued for only a few months of the year. The vitamin Ao 
tent of the diet was also known to be low. In lieu of fre 
meat vegetarians were allowed 44 oz. of tinned milk three df Haemato 
a week, and 3/4 oz. of ghee and 3 oz. of atta or rice for @§*°rmocytic 
days a week. This amounted in practice to one tin of @g'icrocytic-| 
sweetened milk containing 13 fluid oz., equivalent to 26 ob @§™&crocytic- 


2 
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of 6 OZ. 
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fresh milk, each week. But of 27 vegetarians. with anaemia 
AND} only 11 had received milk in lieu of meat. No one had bought 
milk from canteens or elsewhere. The meat ration 
ay f fresh mutton with bone for five days a week 
smounted to 4 OZ. without bone. This was checked in local 
carcasses. Therefore, 20 oz. of fresh mutton without bone 
Taste I.—Results of Blood Examination in 50 Cases of Anaemia 
— 
R.B.C. M.C.H. | M.C.H.C.| M.C.V. 
Case No. (mills.) (%) (c.n) 
20 7-28 29-05 125-3 
«12S 49 31-5 28-6 109-0 
1-2 47 39-1 36:1 108-3 
905 | 226 | 2446 | 922 
28 12-4 44-2 32-6 135-0 
| 6°35 37-3 31-7 117-6 
669 | 39-2 30-4 115-8 
as. | | 31-6 132-0 
8-3 33-2 319 «104-0 
13-0 41-2 33-3 121-8 
| 10-5 30-0 328 
446 | 412 37-1 111-0 
35 a8 5-85 39-0 30-7 126-6 
3-0 11-7 39-0 36°56 106-6 
| 8-3 34-5 26-7 129-1 
9-92 32-0 26-1 122-6 
12-6 33-6 28-88 116-2 
| 70 38-8 30-5 127-1 
12-2 40-5 38-1 118-5 
| 9-9 33-0 30-0 110-0 
| 9-65 26-08 26-08 100-0 
13-02 35-1 36-2 114-8 
ae 10-3 24-8 21-4 115-5 
emporary vegetarians : 
1-8 6-45 35-8 30-7 1166 
(ee 21 6-72 320 26-88 119-0 
42 9-6 22:8 24-0 95-2 
43 9-1 21-1 21-4 98-8 
30 4:96 21-5 766 
42 93 22-1 28-4 778 
4-7 8-7 18-5 20-9 88-2 
soe ere 43 9-3 21-6 24-4 80-8 
38 8-0 21-05 24-2 
42 95 22-6 26:3 85-7 
28 38 68 17-8 21-2 84-2 
43 9-9 23-02 24-7 93-0 
4-0 7-45 18-6 21-3 92:5 
hactho-} 34 42 7-95 18-9 22:8 82:8 
38 85S | 225 25-3 88-6 
4:8 9-3 19-3 21-1 91-6 
5-5 10-5 19-9 22:8 83-63 
49 91 18-5 24-5 75-6 
4-25 10-92 | 256 270 (848 
Sprue—vegetarians : 
21 7-7 30-8 119-04 
blood. | Sprue—meat-eaters : | 
33. 2-0 7-95 39-7 33-1 120-0 
“a. 2-7 91 33-7 25-2 133-0 
Kaho} 45 1-9 70 36-8 30-5 120-4 
ddition| 48 2-0 8-68 | 43-4 29-4 147-1 
blood | — 
other 


weekly was the main difference in the diets of vegetarians and 
meat-eaters, although 11 vegetarians had been drinking one tin 


“— of milk weekly. Excluding milk and meat rations, the diet 

ences. Taste II.—Complicating Factors 

carians, 

> Vege Disease Meat-eaters | Vegetarians Temporary Sprue 

Vegetarians 

were 14 12 2 

| Amoebic dysentery 1 

ive tuberculosis (closed) .. 1 1 


contained over 3,000 calories and over 80 g. of vegetable pro- 
tin. The diet is emphasized because the anaemia, in its. type 


and severity, was closely and regularly related to the diet 
consumed. 

A cof 

f Classification 

¢ G68 Haematologically, the cages grouped themselves as follows: 


or tw Normocytic-orthochromic, 2; mormocytic-hypochromic, 15; 
of & microcytic-hypochromic, 3;  macrocytic-lyperchromic, 25; 
4; and macrocytic-hypochromic, 1. 


_ and undulant fever was excluded from the incidence analysis 


It was found that (a) 17 out of the 20 normo-microcytic group 
were meat-eaters, and (b) 26 out of 30 of the macrocytic group 
were vegetarians. The remaining 4 were meat-eaters and cases: 
of sprue. 
Aetiologically, as a low M.C.H.C. is accepted as indicating 
iron deficiency, and a high M.C.V. or macrocytosis as usually 
indicating a haemopoietic-principle (or principles) deficiency, 
the cases can be classified as: (i) Iron-deficient normo-micro- 
cytic cases consisting of 17 meat-eaters and 3 vegetarians. 
Sixteen were infested with hookworm, three had malaria, and 
one was a case of idiopathic hypochromic anaemia. (ii) Haemo- 
poietic-principle deficiency macrocytic cases, consisting of 24 
cases of nutritional macrocytic anaemia (all vegetarians), 5 
cases of sprue, and 1 case associated with undulant fever. 
Nine of the nutritional macrocytic cases were “dimorphic” 
(see later). Thus there were two main groups—17 meat-eaters 
who had iron-deficiency (low M.C.H.C.) hypochromic anaemia, 
and 24 vegetarians with nutritional macrocytic anaemia. These 
significant facts. are examined later in relation to the numbers 
of the population from which the cases were admitted. 
Before this investigation there was a clinical impression that 
severe anaemia was associated with vegetarianism in this Indian 
population. To test.this impression the cases were analysed 
according to severity. Severe anaemia was arbitrarily defined 
as.one with a red cell count of two millions or below, or a 
haemoglobin of 5.8 g. (which is comparative to this R.B.C. 
level) or below. It was found that, whereas there was only 
one case (No. 10) of severe anaemia in the iron-deficiency group 
of 17 meat-eaters, there were 11 cases of severe anaemia in the 
24 vegetarians with nutritional macrocytic anaemia. Three of 
the five sprue cases had also a severe anaemia. The only 
severe anaemia seen among the meat-eaters (excluding sprue 
cases) was not clinically serious. But the majority of the severe 
cases among the vegetarians were obviously seriously ill on 

admission to hospital. 
Incidence 


In view of the contrast in type and severity of anaemia shown 
Ay the vegetarian and the meat-eating patients in this series, the 
incidence was examined according to diet. It was found that 
in 44 months 17 cases of anaemia came from the group of 
17,000 meat-eaters and 26 from the 1,188 lifelong vegetarians— 
a rate of 2.6 per 1,000 per year for meat-eaters and 58.5 per 
1,000 per year for vegetarians. Anaemia associated with sprue 


for the reason that the anaemia.occurred during the course of 
another serious illness. The 24 cases of nutritional macrocytic 
anaemia’came from the vegetarians—a rate of 54.1 per 1,000 
per year. Not a single case came from the meat-eaters. Of 
the 20 cases of iron-deficiency anaemia 17 came from the meat- 
eaters and the remaining’3 from the yegetarians. Nine of the 
nutritional macrocytic cases also had iron deficiency (low 
M.C.H.C.), so that the incidence of iron deficiency was 10 times 
greater in vegetarians than in meat-eaters. 

Severe anaemia as already defined occurred at a rate of 24.7 
per 1,000 per year in the vegetarian group and 0.16 per 1,000 
in the meat-eaters. 

It would be of interest to compare these results with the 
incidence in areas where malaria and dysentery are rife. 


Some Clinical and Haematological Features 

1. The iron-deficiency group of 20 cases was mainly a mild 
normocytic-microcytic hypochromic anaemia. The red cell 
counts in the group varied between 3,000,000 and 5,500,000 
(Hb only 10.5 g. in the latter case). The haemoglobin varied 
between 4.96 and 10.9 g. The 4 cases in this group which were 
not infested with hookworms were associated with malaria in 
three instances, and the fourth was an idiopathic hypochromic 
anaemia. 
2. The 30 macrocytic anaemias were classified into 24 cases 
of nutritional macrocytic anaemia, 5 cases caused by sprue, and 
1 case associated with undulant fever. In the 24 nutritional 
macrocytic cases the blood picture, as shown in Table I, was 
varied. The lowest red cell count was 1,080,000 and the lowest 
haemoglobin 4.46 g. Clinically, out of 11 severe cases 7 were 
seriously ill and were confined to bed. Others, though suffer- 
ing from advanced anaemia, had few complaints. It was of 
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history was present in 9 cases and not in the anaemia of other 
groups. But each case occurred in a vegetarian, and, what is 
more, not a single meat-eater of the 17,000 had developed this 
type of anaemia. Vegetarianism was thus thought to be the 
principal cause of nutritional macrocytic anaemia in this series. 
It is not, however, the purpose of this note to discuss what is 
present in the meat ration which prevents the occurrence of 
macrocytic anaemia. 

One case showed how quickly a severe nutritional macro- 
«cytic anaemia may develop. A champion wrestler—a vege- 
tarian—had had excellent rations, with four extra tins of milk 
weekly, and plentiful fruit and vegetables, as he lived in a 
fertile part of the country. He was transferred to-the desert, 
where his ration contained little or no fruit and vegetables, and 
no milk. After three months of this diet he developed a severe 
macrocytic anaemia with a red cell count of 1,250,000 and Hb 
of 4.9 g. 

In the 5 cases of sprue anaemia there was nothing of 
particular note. 

The patient with severe undulant fever developed macrocytic 
anaemia after two months in hospital. In health he was a meat- 
eater, but in hospital was given a milk diet without eggs. There 
was no clinical anaemia on admission, but after two months’ 
fever he looked very pale, which led to a full blood investiga- 
tion, with the following results: R.B.C., 2,100,000 ; Hb, 6.72 g. ; 
M.C.H., 31.5 yy; M.C.H.C., 26.28% ; M.C.V., 119.0c.u. The 
sternal marrow differential count showed 7.75% megaloblasts, 
14% erythroblasts, 27% macroblasts, and 18% normoblasts. 
No other anaemia-producing factors were present. The blood 


picture in this case was of interest because undulant fever . 


usually produces a microcytic anaemia, the macrocytic form 
being rare. The anaemia usually is not severe. Strong (1942) 
says: “The lowest recorded count by Basset-Smith was 
2,500,000, and by Kern 2,800,000.” . 

3. That 9 of these 24 macrocytic cases had an M.C.H.C. 
below 30% was of interest. Four were infested with hook- 
worms. Two had achlorhydria, but free acid returned as 
anaemia disappeared. In the remaining three. the iron de- 
ficiency appeared to be purely dietetic in origin. These 9 cases 
were similar to the “ dimorphic ” group recently emphasized by 
Trowell. 

4. Koilonychia occurred in 7 cases (Table III). There was a 
low M.C.H.C. in all except one. Five cases had hookworm 
infestation. In one of these there was achlorhydria. The case 
with a normal M.C.H.C. (30.59%) had an M.C.V. of 127 cw. - 

5..Test meals gave the following abnormal results. Achlor- 
hydria was present in 7 nutritional macrocytic anaemias and 


_§ iron-deficiency anaemias on the first examination. Acid was 


later found in four of the former group and two of the latter. 
Histamine was not available. 

6. The results of the examination of the lips, buccal mucous 
membrane, tongue, and eyes have been tabulated. Cheilitis and“ 


_angular stomatitis were common, but exact records were not 


kept in the earlier cases. Sublingual glossitis was a condition 
in which the under surface and sides of the tongue were very 
red and tender, and, in some, large red papules were present. 


Tasie IlI.—Findings in Mouth, Eyes, and Nails 


Temporary 


Disease Meat-eaters | Vegetarians Vegetarians Sprue 
Generalized glossitis — 8 — 5 
Geographicaltongue .. 2 4 
Sublingual glossitis 4 4 
Enlarged numerous fungiform 11 16 _ 2 
papillae 
Bitot’s spots (xerophthalmia) .. 2 
Conclusions 


A full blood investigation of 50 consecutive cases of anaemia 
in Indian men in an extreme desert climate, where there was a 
low sickness rate (about 1.5 per 1,000 per day), showed that the 
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interest to note that men with red cell counts below two millions admission rate to hospital for anaemia per 1,000 of , 
were doing full duties before admission. Though every one of among vegetarians was 22 times greater than =e HOW tions this 
these 24 cases had a complicating factor, which was irregularly eaters. The incidence of severe anaemia was very iene Make deal of ¢ 
distributed, the incidence of such factors was not higher than in vegetarians than in meat-eaters in this series. - i It soor 
in the remaining 26 cases, except that bacillary dysentery or its The anaemia differed in type’and severity in the two the perit 


being mainly macrocytic in the vegetarians (nutritional the sures 
tropical macrocytic anaemia) and hypochromic and cithe pelvis. 
normocytic or slightly microcytic in the meat-eating groy inj 
case of nutritional i i Not sierced, 
nutritio macrocytic anaemia was seen in a meat. pier 
eater. cavity. 


In all cases except one a complicating factor was fo pollection 
hookworm and malaria being most frequent. bad yn 

The difference in the habits of the two groups, which y on 4 
otherwise alike, was that social customs prevented the yes tae ( 
tarian group from eating the weekly ration of 20 oz, of fre . rietal v 
mutton in the meat-eaters’ ration. The absence of this me g M 
appeared to be the cause of macraqcytosis and severity we ‘ 
frequency of anaemia in the vegetarian group. The ratic doubttu | 
contained over 3,000 calories and over 80 g. of vegetable pr eae 
tein. Riboflavin and vitamin A were known to be low. ormygte 

It will be of interest to compare these results with findir oom wa 
when the stress of severe frequent malarial infection Sood to 
dysentery is great. cag 


One case showed that a severe macrocytic anaemia maf the woun 
develop within three months if milk, fresh fruit, and vegetables or might 
are much reduced in a vegetarian diet. Another case in whidl was made 
severe macrocytic anaemia developed during a prolonged feveg then prod 
(undulant fever) showed the need of liver and iron in the dif best of al 


in cases of chronic illness. rectus-spli 
Summary minutes, | 
The incidence, type, and severity of anaemia in an Indian ag The val 


male population of about 18,000 were shown to depeud on the mesg performar 
content of the diet. Nutritional macrocytic anaemia occurred ony to make : 


in vegetarians in a series of 50 cases. passage tl 
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PENETRATING ABDOMINAL WOUNDS peconaily 

A LESSER OPERATIVE PROCEDURE finding on 

or incision w 

lying prin 

CHARLES DONALD, O.B.E., Ch.M., F.R.CS, found no 

Brigadier, Army Medical Service of the last 

A diagnostic procedure for doubtfully penetrating abdomini] Rogers, 


wounds, introduced by me in the Desert Campaign and them] of the tes 


after often referred to among field surgeons as my test, hay * © the 
recently (Rogers, 1944) been designated, not unkindly but wil shock seer 
some lack of euphony, “Donald’s explorotomy.”  Roge haemoglot 
mentions the test as if ‘it were generally known, and does no S@8¢s or tt 
elaborate it. Lest other references should appear | feel i and (c) th 
advisable to put a description on record ; otherwise the implica] "sonable 
tions and limitations may not be understood. The circumj. While I 
stances attending its origin are not without interest. the doubt 

In the casualty clearing stations behind El Alamein there ote he 
great congestion of casualties for the first week or so off aa sig 
battle. Only first priority cases could be operated upon; “ ~ ye 
else had to travel on to the base hospitals, not far away! rs me 
distance but a fair way in time. The first priority cases la aoe 
numerous enough to. overwork the surgeons, and 
abdominal cases there had to be a discrimination as to 2 mp 
were worth operating upon and who were not, to an em me as | 
that I have not seen repeated. 

Most penetrating wounds of the abdomen are cai Re 
diagnosed. With experience on the part of the surgeon & ~~~—— 
proportion of doubtful penetrations, usually with wounds] J. McCon 


entrance at a distance, becomes less. But till that experiemj break of er 
is gained, and after then in lesser degree, there are case@m§ "aiming sch 


which doubt remains and precious hours are allowed to ol and | 
in waiting for more signs. The alternative is an explora 


laparotomy. When severe casualties are waiting their tM) gi.4 
large numbers, as at El Alamein, it is galling to do a ne 
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y of the usual searching kind, and under field condi- 
tions this wastes more than a good hour of time and a great 
deal of energy. 

It soon became apparent to me that no missile ever entered 
the peritoneal cavity without, by the time the patient reached 
fhe surgeon, there being some blood, little or much, in the 
pelvis. Such did not necessarily imply that a viscus had been 
injured, only that the abdominal wall had been completely 
pierced, with some bleeding from it into the general peritoneal 
avity. Even without visceral injury there could be a large 
collection of blood if a particular vessel in the parietal ‘wall 
had been hit ; there was always some. From civil practice one 
recalls how irritatingly a stab incision through the abdominal 
wall can bleed until it is tautened on the drainage-tube. The 
absence of any blood in the pelvis, conversely, meant that the 
parietal wall had not been pierced. 

The Method-A time-saving, and life-saving, procedure in 
doubtful cases, based on this fact, seemed justifiable in the 
conditions then existing. Instead of the usual large laparotomy, 
turning over of the gut, and palpation of other viscera, a small 
l}-in. exploratory incision, halfway between umbilicus and 
pubis, was made. Through this a swab on a long holder was 
passed to the pouch of Douglas. If no blood was found on 
the swab the incision was closed. If the swab was blood-stained 
the wound was extended into a proper laparotomy, which might 
or might not reveal visceral injury as well. The small incision 
was made through the rectus muscle, as any extension necessary 
then produced what was regarded generally as the quickest and 
best of abdominal incisions in abdominal injuries—the vertical 
rectus-splitting. The procedure does not take more than 20 
minutes, time for induction of anaesthesia included. 

- The value of a test depends in great measure on its proper 
he performance and interpretation. It is necessary, for instance, 
to make sure that the swab on the holder is not soiled on its 
passage through the small exploratory hole. Again, a purely 
retroperitoneal injury, perhaps necessitating laparotomy, will of 
course not give a positive result, but the position of the wound, 
the signs, and often the odour from it, will not lead one into 
the performance of the test under these conditions. 

While I did not advise the test to be done save under excep- 
tionally busy circumstances, where the greatest good of the 
greatest number was the prime consideration, it would now be 
1S of interest to know of any other experiences in the matter. 

Personally I have not heard of an instance where a negative 
finding on the swab did not mean one could shut up the smal! 
incision with confidence. While the same thought of the under- 
lying principle must have entered other surgeons’ minds, I have 
. found no note of it in the literature, and experienced surgeons 
of the last war tell me it was not a practice known to them. 

_ Rogers, in the article above referred to, indicates the value 
| there] Of the test in those few cases in which the signs leave doubt 
st, haf 28 to the advisability of operating, and (a) the amount of 
ij Shock seems out of proportion to the external wounds, (b) the 
Rogent haemoglobin and red cell count are lower than normal in early 
yj cases or the white cell. count higher than normal in late cases, 
fee} § 22d (c) the failure of the patient’s condition to improve in a 
nplia} Teasonable time. 
ircum]. While I agree with these indications I think they suggest that 
the doubt arises only in cases of the relatively ill. I would 
add the occasional case in which the patient-is relatively well 


but his signs are equivocal, and something—call it clinical sense 


or what you will—leaves the examiner unhappy as to delaying 

I for what may be precious hours. Writers on the subject of 
abdominal wounds usually record a proportion of negative 
laparotomies. If, especially in shocked patients, the explora- 
ion can be cut down to what is described above, then Jives 
as well as time may be saved. 
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nds s J. McConnell (Amer. J. med. Sci., 1945, 209, 41) describes an out- 
enene break of epidemic pleurodynia affecting young women in a nurses’ 
sep Taining school. The source of the epidemic was not determined. 
0 Signs and symptoms referable to the central nervous system were 
yratagy “MAlly present. In three patients the symptoms resembled those of 
urn | eed Palitis. Attempts to reproduce the disease in animals 


CASE-FATALITY RATES OF GAS GANGRENE 
IN RELATION TO TREATMENT* 


BY 


M. G. MACFARLANE, Ph.D. 


(Lister Institute of Preventive Medicine, London) 


The War Wounds Committee of the Medical Research Council 
recommended in 1940 a combination of measures for the treat- 
ment of gas gangrene—the use of surgery and bacteriostatic drugs 
to control the infection and the use of polyvalent antitoxin to 
alleviate the toxaemia. At this‘time the therapeutic value of anti- 
toxin in clinical gas gangrene had not been assessed. It was 
shown later, by analysis of the case reports on Army Form 
I 1241 (Macfarlane, 1943), that the fatality rate was significantly 
lower among patients who received prompt treatment with anti- 
toxin in addition to surgical treatment ; even among those who 
underwent amputation of the affected limb within six hours of 
diagnosis the beneficial effect of antitoxin was demonstrable. 
It seemed clear that, in general, the combined use of surgery 
and antitoxin was more effective in saving life than either of 
these measures alone, but it was pointed out that patients in 
whom the gas gangrene involved the thigh or buttock region 
showed a poorer response to treatment than those in whom the 
lower leg or arm was affected. This was thought to be 
due to the difficulty of controlling the infection in a region 
with a relatively poor collateral circulation and in which 


surgical elimination of the infection might be difficult or . 


impossible. 

In a later memorandum (M.R°C. War Memorandum No. 2, 
revised edition, 1943) it was recommended that the initial dose 
of antitoxin should be increased to 50,000 units, given ihtra- 
venously ; it seemed possible that with a more intensive use 
of antitoxin and with more effective drugs the fatality rate 
might be further decreased. The case reports from the Central 
Mediterranean Force have therefore been analysed to assess 
the effectiveness of the treatment at present recommended, and 
to examine the factors contributing to death in those patients 
who died in spite of such treatment. During the period under 
review penicillin was increasingly used in addition to or instead 
of sulphonamide drugs, and it is necessary to compare the effect 
of the combined treatment with and without penicillin before 
coming to any conclusion on the efficiency of the therapy now 
available. 

Out of a total of 295 reports of anaerobic infections on 
Army Form I 1241 between the beginning of the campaign in 
Sicily and June, 1944, 185 reports have been considered to be 
typical of cases of gas gangrene, the main criterion being the 
‘infection of muscle, since bacteriological confirmation of a 
clostridial infection was not always given. It was shown in an 
interim analysis (MacLennan and Macfarlane, 1944) that there 
was good correlation between the data obtained in the early 
part of the campaign by personal investigations in the field and 
those obtained from the reports, and a further check is possible 
by comparison with the report made by Jeffrey and Thomson 
(1944) on 33 cases of gas gangrene in the C.M.F. treated with 
penicillin during the early months of 1944. 


I. General Features 


Method of Analysis—The difficulties in the evaluation of 
therapeutic measures in gas gangrene have been discussed pre- 
viously. Briefly, because of the many variables involved it is 
necessary to group together cases which are similar in nature 
and have received similar general treatment and then to deter- 
mine within such a group the effect of the, particular measure 
to be evaluated. The main facts which must be taken into 
account are the adequacy of the treatment with surgical 
measures, antitoxin, and drugs, and the site of the gas gan- 
grene ; other factors, such as.the general facilities for evacuation 
and surgery, must also be considered. 

Adequacy of Treatment.—The cases have first been grouped 
according to the level of treatment with surgical measures and 


* Based on a report to the Subcommittee on Anaerobic Wound 
Infections, War Wounds Committee, Medical Research Council. 
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antitoxin, in the classification used by MacLennan and Mac- 
farlane (1944) : 

Class I: Treatment within 6 hours of diagnosis, including surgical 
measures (excision or incisions) and ari initial dose of at least 
50,000 units of polyvalent antitoxin, given intravenously. 

Class Il: Treatment later than 6 hours, or with a-smaller dose or 
an intramuscular dose of antitoxin. (Cases in which the route 
or time of antitoxin dosage was not stated were included in 
this class.) 

Class III: No surgical treatment, or no antitoxin. 


This method of classification serves to distinguish in Class 1 
the patients who received the treatment recommended, and 
the effectiveness of this treatment can be judged by the fatality 
rate in this’ class. The treatment in Class Il can be broadly 
defined as being suboptimal in antitoxin therapy, for only 9 
of the 78 patients in this class were placed there because of 
delay in surgical treatment ; the difference in the fatality rates 
of Class I and Class II therefore mainly reflects the effect of 
Prompt intravenous therapy with antitoxin. 

Criterion of Adequate Treatment with Penicillin——The treat- 
ment of gas gangrene cases with penicillin was usually systemic. 


_ For this analysis the criterion of adequacy has been taken as 


intravenous or intramuscular injection at the rate of at least 
12,000 or 15,000 (Oxford) units every three ar four hours. The 


_ total dose varied considerably, but the course was usually con- 


tinued until death in the fatal cases and for three or four days 
in those which recovered. Some patients received, in addition, 
local treatment with penicillin, but four receiving only local 
treatment or an inadequate systemic course have been includéd 
in the “ No penicillin ” group. 

It may be noted that the efficiency of the combined treatment 
including penicillin is being compared with the efficiency of the 
combined treatment including sulphonamides, and not simply 
with treatment by surgical measures and antitoxin, for practi- 
cally all the patients received sulphonamide drugs in addition 
to or instead of penicillin. Any test of the value of penicillin, 
as such, in gas gangrene, is therefore bound to be severe, as 
the effect must be better than that of the sulphonamides in 
order to be demonstrable. 

Site of Disease——The cases have been grouped_in two classes, 
according to the site of the gas gangrene: Class A, lower leg 
or arm ; Class B, thigh, buttock, shoulder, or back. Approxi- 
mately Class A is one in which the muscles have a good col- 
lateral circulation, and Class B is one in which either the possi- 
bility of a collateral circulation is poor or excision is anatomically 
more difficult. 

Conditions for Treatment.—The cases in this series occurred 
over a period of nearly a year, during which there were con-« 
siderable changes in surgical teams and in the conditions under 
which they worked. The high death rate in Sicily and in the 
early weeks of the Italian campaign may have been due in 
part to the inexperience of surgeons-newly posted, and the rate 
was in fact falling towards the end of the year (MacLennan 
and Macfarlane, 1944). During the winter and until the open- 
ing of the offensive in May, however, most of the casualties 


. occurred in the Anzio and Cassino areas ; the field surgical units 


were practically in the line, and the conditions for nursing were 
so difficult that the amount of surgery was necessarily restricted, 
while the alternative of evacuation by sea or over bad roads 
was hazardous for patients liable to gas gangrene. Conditions 
such as these were no doubt mainly responsible for the number 


of patients in Class III; the disease was established on admis- - 


sion in many of these, of whom some died within an hour of 
arrival and others were judged unlikely to respond to treatment. 
The conditions in these areas improved by April, but were 
clearly inferior throughout to those prevailing during the May 
offensive. This information is derived from the reports of the 
Consulting Surgeon, A.A.I., who remarks: “Thus the battle 
began with an abundance of experienced forward surgeons. 
. . » The centres were well grouped, and the lines of evacuation 
short in time and in distance. . . . Never can conditions have 
been more favourable to good battle surgery.” 

The change in conditions is relevant to this analysis, for 
experience and early diagnosis are potent factors in the success- 
ful treatment of gas gangrene. In Sicily, and in the early part 
of the campaign in Italy, penicillin was mainly in the hands 
of experienced surgeons, since the technique of use was being 


explored ; it apparently came into general use : se vis 
March (almost concurrently with the improvement in and yates 
conditions), for after this time approximately 80 to 90% of i] 
reported cases received it. It seems probable, therefore af pemict 
the patients who received penicillin were on the whole at 
as favourably placed for response to any treatment as = 
who did not receive it. Tasve Il 


Inclusion of Cases with Complications.—The various 
cations among the 185 cases of gas gangrene in this series fal 
into two categories—those which may be sufficient in wz 
selves as a cause of death, and those which are more j 
ately relevant to death from gas gangrene : 
1. Complications sufficient as a cause of death: 
Head wound, 4; chest wound, 1; abdominal wound, j9f” 
malaria, 2; pneumonia, 1; ? anaphylactic shock, 1. T 
19 cases (10.3%), with 16~deaths. The amy 
2. Complications relevant to death from gas gangrene: Table I 
Multiple limb wounds, 33; shock (failure to resuscitate), Bate is sig 
Total, 37 cases (20%), with 27 deaths. sag the 


In three other cases death occurred suddenly, after an initigfintravenou 
recovery, from either pulmonary embolism or seco The comb 
haemorrhage, which, like renal failure, can be considered afis clearly 


sequelae rather than as complications. it is of in 
In all, 30% of the cases were recorded as having from some 
complication, but examination of the data shows that 
complicated cases are not unequally represented in the di II. | 
ferent groups, including the groups “ penicillin plus” It was ni 
“ penicillin minus,” and from a‘ statistical point of view patients 
is no point in excluding such cases from the analysis, ight be d 


data have therefore been tabulated inclusive of all the ped that 
but where it seemed of particular interest the rates exclusivigective aj 
of fatal cases with complications have also been given. e data fc 
Throughout this report a difference is regarded as signi Table II] 
if it exceeds twice its standard error, in which case it w 
occur by chance less than 5 times in 100 trials. As the num Taste I 
of cases in some of the groups is small, the standard errors 
high, and if a difference in rates is to be dissociated from 1 
chance it would have to be dramatic. It should be borneig “%* 
mind, therefore, that a difference in rates which is not signiij Treatment | 
cant on these numbers might be significant with larger num 
but is probably not dramatic. 


Il. Gas Gangrene of Leg or Arm 


The data for the patients with gas gangrene of the lower 
or arm are shown in Table I, the cases being grouped a 
to the class of treatment with surgery and antitoxin, with 
without treatment with penicillin. ‘ 


n death 
Taste I.—Gas Gangrene of Leg or Arm » and in 
Penicillin No | recomm 
of Fatality Fatality is type of 
Treatment | Cases| Deaths Cases | Deaths ith gas gai 
- Jeffrey ani 

Class I 23 6 26°1 il 1 9-1 -—17t : 
oe 8 2 250 | 30 | 16 | 533 | +28¢mptceived trea 
1 100-0 | 11 10 909 | — Class I, ii 
— --—-- death rate 
In no case is the difference in the death rate between the rlane, 194: 
groups, penicillin plus and penicillin minus, statistically sf tatment wi 
cant. In view of the small numbers in Class I, it is of i om units, 
to compare the death rates in this class with those of two ich could 
groups, reported elsewhere, who received similar but not om gas ga 


comparable treatment with surgical measures and antito 
The penicillin-treated cases reported by Jeffrey and r 
(which may overlap to some extent with cases reported The reduc 
Army Form I 1241) include 12 cases of gas gangrene of Mitatic drugs | 
leg or arm. These patients are described as receiving fullt sures aff. 
ment with surgical measures and antitoxin, including an M@Bined metho. 
venous dose of antitoxin before or at operation ; 11 of the measure 
patients recovered. Another series of cases reported previ Bical exci: 
(Macfarlane, 1943, Table VII) included 24 cases of gas ga not ap 
of the leg or arm treated promptly with surgical measure ge with ; 
antitoxin, with a total dose of more than 20,000 units of hours of 
toxin but without penicillin ; 21 of these 24 patients buttock (C 
It seems clear that in this type of case, given adequate Mr the grou; 
ment with surgical measures and antitoxin, the expectati@#@pie death ra 
life is high. Many of these patients underwent received 


- 
| 
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IMME and in view of the fact that in the majority of such cases the toxin ; that is to say, there is no indication that a larger dose 
infection was eliminated from the body before administration would have been of value as a routine. . 
> of ‘cillin was begun it could hardly be expected that this a 
re, ca would make a difference to the death rate among Tama TY: Doone of Anthexin jn Clase I Cases 
at them. 4 . Total Dose of Antitoxin in 48 Hours 
Tasve Il.—Amputation Rates in Gas Gangrene of Leg or Arm a Up to 120,000 Units | Over 120,000 Units | — 
Cc Fatali Fatali + SE. 
Penicillin No Penicillin Total in Class Cases | Deaths Rate Cases | Deaths Rate | 
Amptns. | "Rite. C.M.F. Army| 11 7 636 | 13 4 30-7 | 329 4 204 
No.| No. | (% (%) Forms 
CO 9 | 4 | | 9 | | | No 
23 |} 17 | 739] | 81727] 34 | 735 | 206 Thomson 
| | 1000; 30 | 27 | 900) 38 92-1 47-4 
With regard to the adequacy of treatment with penicillin the 
The amputation rate among the 38 patients in Class II (shown _ cases included in the penicillin group received a dosage which 
Table IJ) was over 90%, yet the death rate was 47% ; this has been estimated to maintain a bacteriostatic level in the 
itate), Mate is significantly higher (27%+11.3) than the death rate blood. In the C.M.F. cases there was no significant difference 
mong the 34 patients in Class I (20%) who received a prompt in the death rate between those who received penicillin sys- 
n initiafintravenous dose of antitoxin in addition to radical surgery. temically and those who did not, even among cases (Class B) 
co! The combination of intravenous antitoxin therapy with surgery in which a decrease might legitimately be expected if effective 
lered afis clearly beneficial, and in considering its absolute efficiency chemotherapy could compensate for inadequate surgical exci- 
it is of , Pores» that the 7 fatal cases in Class I all suffered sion. This does not imply that penicillin is without value in 
g from some complication, which may have affected the issue. the treatment of gas gangrene (still less that it is without value 
hat in the treatment of the patient, for the question of wound- 
the Ill. Gas Gangrene of Thigh, Buttock, or Shoulder healing has not been considered). Its value as a specific treat- 
3” joi Gecviously that the ment, in the sense that the death rate was lower among those 
It of treated, is simply not proved. Whether penicillin controlled 
OF Hultock region the bacterial infection is another matter, and one difficult to 
ght be due to the difficulties of excision, and it was certainly assess when several measures were often employed. It seems 
e , ped that a more extensive use of antitoxin and of drugs highly possible, however, that in a disease in which there is frequently 
¥ ective against clostridia would lead to some improvement. 4 faijure of the circulation through the infected area the local 
coe 9 the C.M.F. cases of this type (Class B) are set out application of penicillin might be the more effective route. 
tw . The doses of antitoxin and drugs used appear to be adequate 
num Taste Ill.—Gas Gangrene of Thigh, Buttock, or Shoul for their purposes and, on the whole, the opinion of surgeons 
rors seemed to be that the clostridial infection was controlled. If 
om Penicillin No Penicillin this was the case the question arises whether other factors were 
Class . 4 pj . contributing to death in those patients who died in spite of 
orne Difference ; 
signi Cases| Deaths Cases | Deaths S.E. apparently adequate treatment of the infection. In a number 
um (%) | (%) of cases the immediate cause of death was renal failure rather 
5 385 | 6 345 | 416220 than a fulminating toxaemia,, and the similarity between this 
6 32 26 81:3 | + 6416 type of case and the crush syndrome was pointed out by Jeffrey 
100-0 No difference. and Thomson. It is surely significant that the specific treat- 
yet 7 ment recommended for gas gangrene was highly effective in a 
Within each class of treatment with surgical means and anti- _‘YPe Of case in which radical excision was almost always carried 
jith anoxin there was no significant difference in the death rate of °U% 
treated and that "not treated with penicillin, The Sometimes limited in extent. The that 
in death rate in Class patients, with 11 deaths) was ° : . ae 
and in Class II (40 patients, with 32 deaths) 80% ; the case is of lately, the of 
tality was therefore significantly decreased (34% + 12.1) when Tush syndrome and the occurrence of massive limb wounds, 
| e recommended treatment was given, but the death rate in it has aroused much interest. It is not unlikely that.a necrotic 
os is type of case was absolutely much hi gher than in the cases bacterial toxin, such as Cl. welchii alpha-toxin, might accelerate 
ith gas gangrene of the leg or arm. or augment the liberation of a “ muscle toxin” and thus have 
— Jeffrey and Thomson (1944) report 18 cases of this type which a potent secondary effect in addition 4 any ee action on a 
ved t Pe yo vital organ. In most cases the danger from such an effect would 
12M Cl featment with surgical measures and antitoxin similar e minimized by early excision, but where excision is delayed 
os ng 4 pre to penicillin ’, of these patients 8 died— the prevention of local damage may be of great significance. 
io 943) « 44.4%. In a previous series of cases (Mac- The existence and the nature of such a “ muscle toxin;” how- 
the » 1943) out of 11 patients of this type who received early ever, have yet to be demonstrated 
antitoxin, with a total of more than The bf surgical of the alfected Gesue in 
i WW units, ed (54.6%). In spite of the best treat A : 
could be given in these the gas gangrene has long been recognized, but as emphasis has 
siriglTOM gas gangrene in these sites remains about 45% been laid on this procedure chiefly in order to contro] the infec- 
tito /” tion it seemed possible that bacteriostatic drugs might lessen 
h IV. Conclusions Effect of Treat ' the necessity for radical surgery. If the resorption of some 
rted The reducti toxic substance other than the bacterial toxin from gangrenous 
of tiatic uction in the death rate when antitoxin and bacterio- muscle is a factor in the severity of gas gangrene the situation 
- : Beat used as recommended in addition to surgical is changed. On the one hand, if radical excision is practised 
ois pee ‘ ords a striking testimony to the value of the com- the drug is probably superfluous as a life-saving measure ; on 
"the method of treatment. It is clear, however, that the ancil- the other hand, if the necrotic muscle cannot be removed and 
wi opted had their limitations in a type of case in which is 2 source of danger the drug may in fact control the infection 
a Bical excision of the affected tissue may be impossible. It —which is its virtue—without altering the outcome of the dis- 
a not porn that this limitation was due to inadequate ease. To mention this possible limitation is of course not an 
of 4 wi “pemoy The total dose of antitoxin given within argument against the use of drugs, for the control of the infec- 
; aay — to patients with gas gangrene of the thigh tion by any possible means is a primary necessity ; but it may 
iy the « (Class I only) is shown in Table IV ; similar figures account for the fact that, with the numbers available, it has not 
ai - Spd described by Jeffrey and Thomson are included. been possible, either with the sulphonamide drugs or with pem- 
: rates were not significantly less among the patients _cillin, to show in the statistical sense that the drugs increased 


received a total dose of more than 120,000 units of anti- 


the expectation of life. 
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STAPHYLOCOCCAL PYOPERICARDIUM AND PENICILLIN 


Summary 


In a series of 185 cases of gas gangrene in the C.M.F. reported 
on Army Form I 1241 the case-fatality rate has been examined in 
relation to the treatment given. The combined method of treatment 
with surgical measures, intravenous antitoxin, and bacteriostatic 
drugs, when given as recommended, was highly effective in reducing 
the death rate in cases with gas gangrene of the leg or arm. The 
death rate in cases of gangrene of the thigh, buttock, or shoulder 
region was approximately 40% in spite of such treatment, even 
among those who received penicillin systemically. The findings sug- 
gest that the specific treatment was generally effective in controlling 
the clostridial infection, but that in cases in which surgical excision 
of the affected tissue is limited in extent some factor associated with 
the local damage to muscle may be contributing to the severity of 
the disease. 


Thanks are due to the Director-General, A.M.S., for access to the 
reports. I am also indebted to Dr. E. Lewis-Faning for his criticism 
and the verification of the statistical significance, and to Sir Claude 
Frankau, Mr, B. W. Williams, and Prof. McIntosh for their com- 
ments on various case reports. 
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STAPHYLOCOCCAL PYOPERICARDIUM 
(COMPLICATING TYPHOID FEVER) TREATED 
WITH PENICILLIN 


BY 
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AND 


R. M. AINSWORTH, M.B., Ch.B. 
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Because penicillin has been scarce, and because repeated injec- 
tions are exceedingly trying to a debilitated patient, it is the rule 
that local application, whenever this will suffice, should be used 
in place of systemic treatment. It is recognized, too, that the 
use of penicillin does not in any sense replace surgical drainage, 
and that when pus is formed in any quantity it must be 
evacuated. In the case here described a staphylococeal infec- 
tion of the pericardium supervened in the course of a very 
severe typho'd infection. The ensuing pyopericardium was 
successfully treated by the repeated aspiration of pus and the 
instillation of sodium penicillin into the pericardial sac. 


Case History 


An officer cadet, aged 26, was admitted to a military hospital on 
May 25, 1944, complaining of malaise, nausea, abdominal pain, and 
constipation for three days. On admission the temperature was 104° 
and the pulse rate 96. Apart from slight abdominal distension, 
no definitely abnormal physical signs were present. The urine was 
normal, and the white cells numbered 4.500 per c.mm. with a normal 
differential count. Health in the past had been unexceptionable. The 
most recent immunization with T.A.B. vaccine was in March, 1944. 

The patient remained acutely ill, with high sustained fever. The 
abdominal distension became more marked and a troublesome cough 
developed. On May 29 B. typhosus was isolated from the blood in 
pure culture. About the same time a scanty macular rose-spot rash 
appeared on the abdomen. During the next few days his condition 
still further deteriorated. Constipation gave way to a persistent 
diarrhoea, with which vomiting was associated. The patient became 
stuporous and delirious, By June 4 serious dehydration was 
apparent, and three litres of normal saline were given by intra- 
yenous drip. Abdominal distension was pronounced, and there was 
considerable basal congestion of both lungs. But the fluid was well 
tolerated, and its administration was followed by a great improve- 
ment in condition. 

By June 14 the temperature had practically settled, only a negligible 
evening rise persisting. Progress at this time appeared very satis- 
factory, but, disappointingly enough, four days later the patient 
again became seriously ill. The temperature was now 102°, and the 
pulse, weak and irregular, was 128. The physical signs were typical 
of a pericardial effusion, there being a definite paradoxical pulse 
and a positive Ewing’s sign. On June 24 the pericardium was 
needled in the fifth intercostal space, half an inch inside the area of 
cardiac dullness; 50 c.cm. of thin pus was aspirated. This pus 
gave a pure growth of Staph. aureus on culture. The next day 
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surgical drainage of the pericardium was attempted. 4 rephigll recorded. 
hole was made through the sternum at the level of the fop iciflin 
cartilage, but pus was not found in the pericardial sac. It my en ut 
thought that this was due to the aspiration of the Pericardium therape h 
the previous day. upon whe 
On June 26 it was decided to needle the left pleura. Pus was» 902" 
found, and the physical signs at the base of the left lung were thoof “5 in de 
of collapse. The white cell count was 26,600 per c.mm., with of certail 


excess of polymorphs. The haemoglobin was 64%. The next Pa fact has | 
the pericardium was again explored through the trephine hole, ané\ ficial wor 


on this occasion pus was found and 4 oz. was evacuated. One pj ricardia 
of fresh blood was given by intravenous transfusion. Spanien 

The pathologist had now reported the sensitivity of the Sig the 
aureus isolated from the pus withdrawn from the pericardiym » ies 


being approximately the same as that of the standard “ Oxford 
Staph. aureus—i.e., zones of inhibition around cups containing ong chest Wal! 
Oxford unit of penicillin per c.cm. were as follows: (1) patieny§ fbrinous | 
staphylococcus, 19 mm.; (2) Oxford staphylococcus, 28 mm. @ pyoperica 
June 28, therefore, penicillin therapy was inaugurated, $0,000 unidf are likely 
of sodium penicillin being injected direct into the pericardial « directed t 
by means of a No. 5 rubber catheter. The superficial. part of ¢ terile pu: 
operation wound had become secondarily infected, culture giving - 
profuse growth of Ps. pyocyanea. Before catheterization, therefor! 
the wound was filled with 1/1000 perchloride of mercury for a f 
minutes and then swabbed dry. This technique was found satis 
factory, and there was no difficulty in the repeated passage of 
catheter. The penicillin was introduced after aspiration of as mud 
pus as possible and the wound subsequently packed to p 
leakage. The injection of 50,000 units was repeated on five furthe 
occasions, giving a total dosage of 300,000 units. The first thre Impacte 
injections were given on successive days, and the last three ¢ P 
alternate days. After the third dose of penicillin the pus withdra causil 
from the pericardial sac was reported as sterile on culture. The case 
On July 1 there was considerable improvement ..: the clinical com pecause 0 
dition. This improvement was maintained in spite of a sharp attad§ emphysem 
of diarrhoea, which responded satisfactorily to sulphaguanidin§ jn the bro 
therapy. By July 10 the temperature was once again normal. Of removed | 
this day a further pint of blood was transfused. The haemoglobi 
prior to transfusion was 70% and the white cell count 145 
per c.mm. A male 
- On July 17, however, there was a renewal of the fever, with tf Belgrave H 
temperature rising to 102°. Some abdominal distension was.si§ wheeziness 


present and the pulse was again markedly paradoxical. The splegg chocolate f 
was felt “two fingers” below the costal margin, tenderness a panes 
rigidity were noted over the right upper abdomen, and there we oN alee 
physical signs of a considerable effusion in the right chest. Itwa i, the ri 

clear that fluid had once again accumulated in the pericardium, a over the lo 


20 c.cm. of thin sterile pus was aspirated from it. Eighteen oun) displaceme: 
of clear yellow, fluid, sterile on culture, was also withdrawn ftonj abnormal — 
the right pleura. Some improvement followed this, but in view og temperaturc 


increasing dyspnoea it once again became necessary to aspirate bol a ee a 
pleura and pericardium, 15 oz. being withdrawn from the form the neht 8 
and 15 c.cm. from the latter. lower lobe: 

By Aug. 2 there was still an evening rise of temperature to abou of the right 


of sterile heavily blood-stained fluid was aspirated. The spleen cowij and bronch 
still be felt and the liver was palpable one inch below the ngq Bronchos 
costal margin. Slight oedema of the ankles was noted. Furth a 
exploration of the right chest produced only 3 c.cm. of fluid. The or 
more could be obtained. A dion 

On Aug. 17 the patient was again transfused. In view of t right upper 
persistent pyrexia a course of systemic penicillin was given, 1% was nearly 
units being injected every three hours for three days. This produtg of the righ 


no improvement in the clinical picture, and it was abandoned, #4 Hospital, w 


was proving very exhausting. At this time another 14 oz. of ble of tonsilliti 
stained fluid was withdrawn from the left chest. The white cass 
count had dropped to 10,000 per c.mm., the haemoglobin was 755 a 
and the red blood cells 3,650,000 per c.mm. The general condiit 

had improved. The blood pressure was 110/75, with no paradoml We wish tc 


pulse or evidence of cardiac tamponade. The liver and spleen to publish th 
no longer palpable, nor was there reaccumulation of the p 
exudates. 

The evening rise of temperature still persisted, and there ® 
developed a very tender swelling over the lower left costal cartiax 
A diagnosis of typhoid periostitis was made, and on Sept. 7 oper 
tion was performed under local analgesia, a transverse incision 0 


made over the costochondral junction. Thickened inflamed it A Case 
were found with a small quantity of pus beneath the periosi# A 
The bone was curetted and drained and the wound packed berrant t 
vaselined gauze. Thereafter convalescence was slow but const ~ occurrs 
By Oct. 10 the patient was well enough for repatriation @ _ and 
United Kingdom by hospital ship. $ unusual. 
Comment A spinste 
found to ha 


The occurrence of a staphylococcal pyopericardium in ® the midline 
case of a soldier already gravely ill with typhoid fev} "*rvous, me 
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rded. The successful treatment of this complication by 
tillation and repeated aspiration is ‘described. The 


fow penicillin ins - 
Tt wall therapeutic result in the local treatment with pen-cillin depends 
dium n whether it proves possible to maintain permeation with an 
adequate concentration of the drug. There are special difficul- 
} was ng ties in dealing with the infected pericardium. It is difficult to 
ere thosd 42 certain that, when aspiration is done, adequate drainage in 
with has been achieved. With extensive infection of the super- 


t 
sale, aa me wound of the chest wall it is hard to ensure that the 
One 


ricardial sac is not contaminated with secondary invading 
organisms which are peniciilin-resistant. 


ie Staph jn the case of empyema thoracis similarly treated it is 
rdium 4 common to get a residual grossly thickened pleura and a rigid 
a chest wall. Rib resection may be necessary to remove extensive 
patie fibrinous deposits from the empyema cavity. The end-results in 
nm. Og pyopericardium, in which the scope of surgery is more limited, 
000 uni are likely to be less ‘satisfactory. Attention is particularly 
dial sf directed to the long period during which the reaccumulation of 
rt of thd sterile pus in the pericardium persisted. 
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‘t th Impacted Foreign Body in the Bronchus of an Infant, 
‘hin causing Collapse and Obstructive Emphysema 


; The case here recorded is thought worthy of publication 
ical comf because of the occurrence of both collapse and obstructive 
P altacl emphysema in the same lung after impaction of a foreign body 
waniding in the bronchus of an infant. The obstruction was successfully 
nal. OF removed by bronchoscopy. 


t 14 


Case REPORT 


, A male child aged 1 year attended the ornentien department of 
with tf Belgrave Hospital for Children on Nov. 17, 1944, with a history of 
was.silg wheeziness and cough following a choking fit after eating some nut 
e spiel chocolate five days previously. On examination he was found to be 
healthy-looking and well nourished. There was diminished air entry 
4 with an impaired percussion note, as well as much diminution of 

breath sounds below the right clavicle over an area corresponding 
to the right upper lobe. The percussion note was hyperresonant 
over the lower part of the right side. There was some mediastinal 
1 Ounce} displacement towards the right. The left side showed no signs. No 


vn ftonj abnormal physical signs were found in any other system. His 
view a temperature was 99°, pulse 154, respirations 48. He was admitted 
ate bog (0 the wards. A radiograph taken on admission showed complete 
forma Collapse of the right upper lobe, with mediastinal displacement to 
the right and very well marked emphysema of the right middle and 
lower lobes. On Nov. 20 a radiograph showed increased collapse 
‘0 aboW of the right upper lobe and increased emphysema of the right middle 
d 12aq and lower lobes. He was transferred to the London Chest Hospital 
en coulg and bronchoscoped the same day by L. G. C. , ; 
he fi Bronchoscopy Report.—Foreign pety seen in the right main 
Furth bronchus projecting into and completely blocking the right upper 
id. Ng lobe bronchus but only ane | obstructing the main stem bronchus. 
The foreign body was removed ; it appeared to be a piece of nut. 
A radiograph taken on Nov. 21 showed that the collapse of the 


right upper lobe had almost completely cleared, the mediastinum 
was nearly central, and there was no emphysema in the remainder 
my of the right lung. On Nov. 23 the patient returned to Belgrave 
ed, #8] Hospital, where he made an uneventful recovery except for an attack 
f blood] of tonsillitis. On Dec. 28 radiographs showed that both lung fields 
hite ag Were normal in appearance and the mediastinum central. He was 
as 84 discharged on Jan. 3, 1945, without any physical signs; pulse, 
‘™PCrature, and respiration were normal. 


adore] We wish to thank Dr. Norman Hill and Mr. V. C. Thompson for permission 


en wee ‘0 publish this case. 
UrsuLa JeRRAM, M.R.C.S., 
Late Senior Resident House Officer, 
re 0 Belgrave Hospital for Children. 
lage L. G. CRUICKSHANK, F.R.C.S.Ed., 
} oper Surgical Registrar, London Chest Hospital. 
mn be 
£. A Case of Aberrant Suprahyoid Thyroid Tumour 
ed Aberrant thyroid tumours are recorded from time to time, but 
ns pe occurrence of two separate tumours, one lying above the 
to hyoid and the other just below the left cornua of the hyoid, 
iS unusual. 
Case REPoRT 
, A spinster aged 30 attended the out-patient d ment and was 
in _ have a solid tumour, the size of a small -- , lying in 
midline between the mandible and the hyoid fens. “Ee was a 


ever | Nervous, mentally deficient but pleasant young woman, who weighed 


over 9 st.tand had a large fat face with prominent eyes. The fat 
was found chiefly on the trunk and face, and the legs and arms were 
thin in proportion to the rest of the body. She was of rather short 
stature, and her skin was dry, soft, and smooth. Menstruation was 
normal. Radiographs of the thorax did not reveal the presence of 
any thoracic tumour. provisional diagnosis of a subfascial 
lipoma was made and the patient was admitted to hospital for 
operation. 

Operation.—Under local analgesia a plum-coloured tumour was 
exposed and ony removed. 
to the mylohyoid muscles, and there were no connexions whic 
suggested remnants of the thyroglossal duct. About one inch from 
the left lower border, at the level of the superior cornu of the 
thyroid cartilage, there was a separate tumour the size of a small 
walnut, which appeared to be normal thyroid tissue. As the ae 
of the trachea could be easily palpated, and no thyroid gland could 
be felt, the second tumour was left alone. The patient was dis- 
charged seven days later. 

The specimen had the appearance of a cystadenoma, into which 
haemorrhage had occurred. The pathological report, from Dr. 
Popjak, was as follows: “ eo epithelial hyperplasia in ectopic 
thyroid. The tissue consists of solid masses of polygonal or cuboidal 
epithelial cells, having a pale-staining slightly granular cytoplasm 
and round nucleus, or small acini free of colloid. The latter arc 
lined by a high columnar epithelium, At the et of the 
specimen there is a good deal of fibrosis and at the centre hyaline 
degeneration. There was no definite evidence of malignancy.” 

Post-operative History.—The patient was seen at intervals, and in 
a year lost 8 Ib. in weight. e remaining tumour has enlarged 
and is now the size of a plum. Its consistence suggests cystic 
changes, and its removal may be necessary. 


Moritz and Bayless (1932) state that the large majority of 
aberrant thyroid tumours are found in females in the third 
decade, and this case conforms with their findings. Lazarus 
and Rosenthal (1933) believe that 75% of aberrant thyroid 
is neoplastic, while Ward (1940) found 9 out of 12 of his 
cases to be malignant. Probstein and Agress (1936) consider 
that median tumours are usually simple and the laterally placed 
tumours malignant. 


The photograph shows the situation of the present tumour, 


and the facies and distribution of fat. 


I wish to thank Dr. Popjak for his report, and Mr. de Rynck for his 
kindness in taking the photograph. 


H. A. Kipp, F.R.C.S.Ed., M.R.C.O.G., 
Medical Superintendent, Kingston County Hospital. 
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HUMAN EMBRYOLOGY 
Human Embryology. By W. J. Hamilton, M.D., D.Sc., J. D. Boyd 

M.D., M.Sc., and H. W. Mossman, M.S., Ph.D. (Pp. 366 ; illustrated 

31s. 6d.) Cambridge: W. Heffer and Sons. 
To the medical student of average ability, embryology is an 
extremely difficult subject for study. And well it may be, for, 
Starting with microscopical sections of embryos, it involves two 
Separate steps in mental reconstruction. First, sections which 
are approximately two-dimensional have to be strung together 
to form a semblance of the three-dimensional system, and then 
the three-dimensional systems require to be linked up in a 
time series in order to appreciate the gradual changes that 
occur during progressive development. The mental processes 
involve considerable powers of visualization, the aptitude tor 
which (as every teacher of anatomy knows) varies greatly from 
one individual to another. Thus, to be really successful, a 
textbook of embryology needs to be amply and carefully illus- 
trated, and this feature has been by no means a strong point in 
British textbooks of embryology in the recent past. Without 
doubt, therefore, the new textbook by Hamilton, Boyd, and 
Mossman will receive an enthusiastic welcome, for one of its 
outstanding qualities lies in the excellence of the illustrations. 
They are both numerous and exceptionally clear, and the 
frequent intermixture of accurate drawings of sections with 
realistic diagrams of reconstructed models should make it a 
relatively simple matter for the student to follow the text 
descriptions. 

But, fine as the illustrations are, they are not the only out- 
standing character of this book. The authors are all embryo- 
logists of distinction and have themselves made important 
original contributions to their subject. In addition, they clearly 
possess a comprehensive knowledge of the literature. They 
have evidently set themselves out to produce a textbook which 
is readily intelligible to the ordinary student and at the same 
time accurate in detail and authoritative in interpretation. They 
have succeeded to the extent that their book will certainly be 
regarded as the students’ standard textbook on human embryo- 
logy in the English language. The descriptive accounts of 
embryological anatomy at various stages of development follow 
orthodox lines, and they are clear and detailed. Some may 
think that in certain sections they are perhaps too detailed for 
the average medical student, but here we sympathize with the 
authors in what must have been a very difficult task—the selec- 
tion of material judged necessary for a liberal medical educa- 
tion. No two anatomists are likely to agree in these matters, 
and we consider that on the whole the authors have shown 
a judicious attitude to the problem. Each chapter is sup- 
plemented with a list of appropriate references. to original 
papers to which the interested student may have recourse in 
order to amplify his knowledge, and the occasional discussions 
in the text on conflicting views should certainly stimulate the 
reader to do so. The inclusion of sections on foetal embryology 
is a welcome addition, expressive of the interest which this 
aspect of embryology has aroused in research laboratories 
during recent years. 

We have suggested that this book will be accepted as a stan- 
dard textbook. It follows, therefore, that it {s likely to see a 
long run with a succession of editions. For this very reason 
the book is particularly worthy of a critical review, and we 
would offer the following suggestions for the consideration of 
the authors. The terminal chapter on comparative vertebrate 
development is the least satisfying part of the book, for it has 
too much the appearance of an appendix inserted as a sort of 
afterthought. It is too short and condensed to be of real value, 
and the diagrams which illustrate it are cramped and confused. 
Probably the chapter should be omitted altogether, and such 
information as it contains which has a direct bearing on the 
interpretation of human development inserted at the appro- 
priate place in the main part of the book. In any case, com- 
parative vertebrate development is such a vast subject as to 
require a separate textbook altogether. We would also suggest 
(if it is feasible) that the story of the dynamics of embryologi- 
cal development .be more closely interwoven with the purely 


descriptive sections, so as to interrelate these aspects of develo 
mental processes as closely as possible. We recognize that thi 
is by no means an easy thing to do; yet it is an ideal to 5 
aimed at if the student is to achieve a proper synthesis of ¢ 
facts of development and the underlying processes of whid 
they are the visible manifestation. Lastly, the book woy 
certainly gain in value if the magnifications of the photomicrggwhich repre: 
graphs and illustrations of models were indicated in each 
To review such a book as this is a real pleasure, and at the 
same time something of an honour. For it is a learned anggagans and 
erudite book, written and prepared with great care. Moreovg, 
it is a welcome sign of a resurgence of anatomical science j 


this country which will go far to enhance the prestige of Britj evolutio 
Anatomy. Mjustrates tl 
sychical so 

AN OUTLINE OF PHARMACOLOGY ad its orig 

i .D., Ph.D. Wi This is a 

Charles Lieb, M.D. Oxford Medical Outline Scrics. 482 ig NO 
London: Oxford University Press. : or the stu d 


This is a useful book either for the student who wishes y% 
learn quickly for an examination or for a doctor who wishey 
to have a book of reference to guide him in treatment. Fe 
example, on page 82 is to be found a section on tapeworm 
infestation. First there is a list of the three species whichbes the thi 
commonly infest man, and the origin and locality of thesdlent (H. K. 
species. Next comes the diagnosis and after that a list of th@Warxins ha’ 


symptoms ; then methods of prophylaxis ; then drug therapyjjabo include 
giving the details of preparing the patient, and the detaijgdaily cong 
of treatment, including second, third, and fourth methods ogemference, 

treatment should one method after another fail. Then aq The Perm: 
given details of the various drugs, in which is explained thaghs ee 
oleoresine of aspidium U.S.P. is a dark-green liquid which j — 
an ethereal extract of male fern ; and the action and toxic symp WC1, at 2 
toms are described. The book is thus a catalogue arrange@.ocig-wide i 
under main headings A, B, C, etc., subheadings 1, 2, 3, eteJkhows the ir 
further divisions a, b, c, etc., and subdivisions (1), (2), Giecord the q 
etc. This method of explaining the use of drugs is of greaifand manufac 
value to the house-physician who is learning to use them fo os, 


the first time, when he needs something written in the s 
of a cookery book. it is, however, less suited to the use a myers 
drugs in a disease like syphilis, where treatment cannot irst 
reduced to tabular form so easily. This is a book of moder a 4 ~ 
ate size and easy to read; it is conveniently interleaved wit heen 
blank pages for notes, so that it is possible for ANYONE ll development 
carry the book with him and record his experiences in app emphasis or 
ing any method. Jpopularizatic 
Dr. Mulinos thus presents another answer to the questiogbut the sim 
“ What is pharmacology, and how is it to be taught?” Wil 
the growing feeling that treatment. is greatly in need ¢ ewe , 
improvement, the answers become increasingly numerous. So 
stress the theoretical background, others the practical applica 
tion. Probably all are valuable if only the young physic Pp 
is determined to discover from some authority what things ¢ ; 
be done and is able to find time to try them. _ 


A CON’ 


BIOLOGICAL BASIS OF INDIVIDUALITY 


Tindall and Cox. 1945. # MS., wri 
Individuality is used in this book to emphasize the distinctiv@ Jt is now 
unique features which a person possesses, and the physic lant place 
features alone are dealt with. If we conceive of an individ pe 
as a mosaic of many tissues and organs, each one functionim ond mated 
and metabolizing in its own peculiar way, we may consite oe ~ sam 
this mosaic of separate parts as the biological basis of im 


10 be of 
viduality. There is, however, another basis which is compris by an effic 


of properties common to all parts of the organism which cinasal cathe! 
be discovered by, observing the reactions of certain cells aMivalue. The 
tissues of one individual towards the tissues and cells ¢ / ae apy 
another individual. This is the theme of the 700 pages @ ‘oboe - 
i ok. 
deals with tissue transplantation, and shows how @& 
violence of reaction is in inverse proportion to the nearie respirator.” 
of genetic relationship of the individuals concerned, thoug attach 
certain substances—e.g., hormones and vitamins—may not “oxygen is ii 
destroyed when introduced into a strange host. The relationsiiffhe tent, an: 


of tissues within the individual organism is important in , 
study of the formation of antigens, and also of tum 
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evelogfiformation. Part II deals with the phylogenetic and ontogenetic 
hat te F velopment of these individuality and organismal differentials 
7 fom the lowest organisms and from the egg to the adult 
“of janie. Part Ill deals with the differentials as found in the 
whie gle cell, whether in protozoa, the leucocyte, or in the germ 
iAells. Part IV deals with organismal differentials in tumours 
ymicro§ which represent modified tissues. Part V shows the part played 
h casa by organismal differentials in the maintenance of the harmony 
| at thefol the organism as a whole, and in the interaction of the 
ed angjagans and tissues within the organism. Part VI deals with 
Teoverpatigen and immune substances and how they are related to 
once igisdividuality differentials. Part VII shows the relation between 
Briticaite evolution of species and organismal differentials. Part VIII 
Mustrates the significance of individuality differentials in the 
sychical social field ; it is here that the concept of individuality 
ad its origin. A full bibliography is appended. 
ord by | This is a highly technical book and very comprehensive, and 
25s), Where is no doubt that it contains much valuable material 
ior the study of many vital problems in heredity and pathology. 


wou 


hes. tg 
Wishey 
Fo 

eworm Notes on Books 


which For the third edition of The Infant. A Handbook of Manage- 
E thesdiment (H. K. Lewis and Co.; 4s.) Drs. W. J. Pearson and A. G. 
of th@Warxins have added a section on preventive inoculation, and they 
1erapygaso include a new table of vitamin requirements. A table on the 
detailgdaily allowances of essential food elements, based on the Hot Springs 
ods o@eonference, brings this modest little book well up to date. 


en arq The Permanent Central Opium Board of the League of Nations 
sd thaghas issued a pamphlet, Pre-War Production and Distribution of 
hich jqNarcotic Drugs and their Raw Materials, which is obtainable in this 
~~ “Kountry from Allen and Unwin Ltd., 40, Museum Street, London, 
SYMPiwC.1, at 2s. This report summarizes and analyses the mass of 
TaNg@yorid-wide information on drugs which the Board has received. It 
3, elbows the importance of each country as a producer, and puts on 
2), (Giecord the quantities and method of disposal of the raw materials 
f greafand manufactured drugs by both producer and consumer countries. 
em fogthe details will be of interest chiefly to technicians, but the main 
es s and conclusions are of wider concern. 


use off Miss Mary V. Lace’s book Massage and Medical Gymnastics was 
not bairst published in 1936 with a foreward by Dr. James Mennell. A 
second edjtion appeared in 1941 and a third has now reached us 
d wil (J. and A. Churchill; 12s. 6d.). During the past four years there 
have been many changes in physiotherapy, largely following the 
one Widevelopment of what is commonly known as rehabilitation. The 
appl¥iemphasis on active rather than on passive treatment, which the 
popularization of this term has brought about, has been beneficial, 
sestiombut the simple basic movements should be thoroughly learnt by 
Withgstudents. Though many suggestions about free exercises and useful 
ed ggoccupations are added in this edition, the basic exercises are there- 
oma lore retained. 


/Si 


= _ Preparations and Appliances 


{ A CONVENIENT TYPE OF OXYGEN TENT FOR 
nd PREMATURE INFANTS 


ilitre, $Dr. L. Sacorin, D.C.H., paediatric resident medical officer, 
.MS., writes : 


It is now generally agreed that oxygen therapy has an impor- 
lysi@aiant place in the management of certain types of premature 
vide nfants (Hess and Lundeen, 1941; Tow, 1942), particularly 
‘oning|those showing signs of an inadequately developed respirato 
nsideqeentre, with poor respiratory movements and consequent insuffi- 
indigent Oxygenation resulting in cyanosis and weak cardiac action. 
prised To be of any use the oxygen must be administered early and 
efficient method. When given by “ tube-and-funnel,” 
- sal catheter, or by a tube in the mouth it is of very dubious 
s alue. The infant requires a high oxygen tension, 2nd the best 
lis type of apparatus is some form of tent or oxygen chamber. 
es Of As the standard type of oxygen tent for infant use was not 
hiways immediately available, some form of temporary appara- 
w thgls had to be devised until a tent was available. The apparatus 
anes ound Most suitable consists of a modification of the “ hospital 
oul fespirator.” The rubber bellows and filter are removed and 
ot Man attachment to the tent sealed off with zinc plaster. The 
2 *ygen is introduced through a cylindrical tube at the side of 
my tent, and this inlet ends above the infant's head. The infant 
in 0s placed in the tent ; a hygrometer is inserted. The side-flaps 
mc tucked under the infant and the tent covered with the 


neti 


requisite number of bedclothes, folded up to the window. The 
longitudinal fold is not tucked under the infant, as this unneces- 
sarily raises the humidity in the tent and the concentration of 


p~ 


Fic. 2 


oxygen. Temperature is maiftained by hot-water bottles out- 
side the tent. 

Management.—An oxygen flow of 2 litres per minute pro- 
duces a concentration of 80% in 10 minutes. After 3 hours 
the concentration diminishes to 65-70%. The carbon dioxide 
does not rise to above 1.5%, and an absorber is not necessary. 
The tent is opened at 3-hourly intervals for feeding and 
changing, and an adequate concentration of oxygen is always 
easily maintained. As a high percentage humidity is desirable 
for premature infants it is convenient to use a combined 
humidifier-flowmeter, when a humidity of 60-80% (depending 
on the weather conditions outside) is obtained. If the humidity 
rises above 80% the oxygen is run dry with the use of an 
ordinary flowmeter until the desired humidity is obtained. 

Though originally introduced as a temporary measure, this 
tent has been found more useful, more practicable, and more 
economical than the larger of canopy tent. With the latter 
the highest concentration of oxygen we could attain varied 
between 45 and 50%, and this with a flow of 6 to 8 litres per 
minute ; furthermore, adequate humidity was difficult to main- 
tain without the presence of basins of water in the tent. 

The nursing staff find the infants easily accessible for feeding 
and changing. When necessary the tent can be transported in 
an ambulance or car for premature infants brought into hos- 
pital from outside. These tents have now been in routine 
use for the past nine months and have been found to be 
eminently satisfactory. Apart from premature infants under 
a birth weight of 3 lb. there have been no deaths during the 
first fortnight of life. 


I am indebted to Dr. N. M. Jacoby for his constant advice and 
helpful criticism, to Dr. G. D. Gr for permission to use the 
tents, and to Sister M. I. Wilcock and her nursing staff for their 
unfailing co-operation. 
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SYRINGES, SERUM, AND JAUNDICE 


Jaundice, long known as a disease of campaigns, must now 
be regarded as a disease of clinics also. It is well known 
that our troops suffered a series of annual epidemics of 
infective hepatitis when they were fighting in the Middle 
East and North Africa,’ but it is no less memorable that 
outbreaks of jaundice on a commensurate scale have 
occurred in this war in consequence of prophylactic and 
therapeutic procedures. In the American Army more than 
28,000 men developed jaundice after yellow-fever vaccina- 
tion in the early months of 1942.2, The jaundice was traced 
to the human serum used in making up the vaccine, and on 
omitting the serum from the vaccine the outbreak of jaun- 
dice was abruptly halted. In this country the incidence of 
post-arsphenamine jaundice rose steadily during 1941 and 
1942, until some clinics were recording jaundice in 46 and 
68% of patients treated.** MacCallum® suggested that the 
jaundice was due to transmission of infection from patient 
to patient by means of traces of blood left in the syringes, 
which at that time were not sterilized by heat between cases 
in most venereal clinics, and Bigger* demonstrated that the 
technique then employed was inadequate to prevent the 
passage of an infective agent. Salaman and co-workers‘ 
then showed that if a careful aseptic technique was used, 
with a sterile syringe for each patient, the incidence of post- 
arsphenamine jaundice could be reduced practically to zero, 
and as a result partly of this demonstration, partly of the 
introduction of penicillin, post-arsphenamine jaundice has 
joined the list of vanishing diseases. The belief that post- 
arsphenamine jaundice was due to the transfer of a virus 
from patient to patient in the syringes has been further 
strengthened since MacCallum’ demonstrated by inocula- 
tion of human volunteers that an icterogenic agent is 
present in the serum in post-arsphenamine jaundice. Both 
yellow-fever—vaccine jaundice and post-arsphenamine jaun- 
dice must therefore be regarded as examples of the variety 
of jaundice now known as homologous serum jaundice.* 
The common factor is the contamination of the inoculation 
with small quantities of human plasma or serum which 
contains an icterogenic virus. 

Another example of what appears to be the same variety 
of jaundice was recorded by Droller in the Journal of 
May 5, 1945. Droller studied an epidemic of jaundice 
which attacked 62 out of 450 patients attending a diabetic 
clinic. Analysis of the case incidence and incubation 
periods suggested that the epidemic was homologous serum 


1 Witts, L. J., British Medical Journal, pots, a 

2 Editorial, J. ” Amer. med. Ass., 1942, 119, afto 

3 Beattie, _ and wy I., British Medical Journal, 1944, 1, 547. 
4 Salaman, M. H., et al., "Lancet, 1944, 2, 7. 

5 MacCallum, F. }., Brit. J. ven. Dis., 1943, 19, 63 

6 Bigger, J. W., Lancet, 1943, 1, 437, 

7 MacCallum, F. O., ibid., 1945, 2 
8 Memorandum of Ministry 0} Health . 1943, 1, 83. 


jaundice, and the severity of the jaundice was in keeping 


with this suggestion. In the same number of the Journg 
Mendelssohn and Witts demonstrated that a virus 
have been transmitted in the syringe used for obtaj 
blood for blood-sugar estimations, and it is noteworthy 
that the epidemic came to an end on discontinuing vene. 
punctures. Similar epidemics of jaundice have been noteg 
in other diabetic clinics,* '° and also in rheumatism clinics! 
and sanatoria‘* where blood is often taken for estimation 
of the blood sedimentation rate. In none of these instance, 
has it been proved yet that the blood contains a virus, ; 
has been demonstrated by human transmission experiment; 
in post-vaccinal and post-arsphenamine jaundice ; but any 
one dealing with an epidemic of jaundice of this type mus, 
now adopt the working hypothesis that the jaundice is dug 
to tran$fer of a virus in the syringes used for injection ¢ 
for withdrawal of blood samples, and must see if thé 
epidemic cannot be brought to an end by improvements js 
aseptic technique. 

If communal syringes are used in a clinic for the with 
drawal of blood or the intravenous injection of drugs, 
single carrier may in course of time infect all the patient 
attending the clinic, and, as already noted, as many as 68° 
of the patients may develop overt jaundice. Seeing tha 
the virus of hepatitis is highly infective, even in the sma 
amounts of plasma which are transmitted from patient « 
patient under these conditions, and that it offers conside 
able resistance to antiseptics, heat, cold, drying, and pro 
longed storage, the reader may well ask what are the ri 
when large amounts of whole blood, plasma, or serur 
are deliberately transfused. Whoie-blood transfusions hai 
been used on a large scale for some years before the war 
and there is little to suggest that they were at all common 
followed by homologous serum jaundice. Plasma and 
serum, on the other hand, are wartime expedients, and 
information about them has been difficult to collect owin 
to the dislocations of war, the rapid transfer of patienty 
and the long incubation period of homologous serum jaun 
dice. Early in the war a good deal of work was done o 
burns, and large amounts of plasma and serum were use 
in treatment. The clinicians were interested in the 
sibility of liver damage from the burned tissue and 
coagulant applications, so that it seems unlikely 
homologous serum jaundice would have been missed ; 
here again late jaundice was not reported. Latterly, ho 
ever, experience has not been so favourable, and un 
lished figures suggest that homologous serum jaundice ' 
occurred in as many as 10% of some series of patients 
whom blood plus plasma or serum has been given f 
resuscitation from war injuries. The mortality has 
appreciable. To put matters in their proper pers 
we must remember that 96% of wounded men are 
being saved, and the high recovery rate is in large part 
to the development of transfusion. 

We must conclude that in the present state of kno 
transfusion inevitably carries a delayed hazard, and 
and serum should be administered with the same cafe 
dangerous drugs. In haemorrhagic and traumatic #0 


® Graham, ¢- Lancet, 1938, 2, 1 
10 Vannfailt, A., Acta med. scand., hone 117, 462. 
Hestfall, Lancet, 1944, 2, 3 

12 Sheehan, H. >» ibid., p. 8. 
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it is legitimate to take risks and to use dangerous remedies, 
but in other conditions in which life itself is not at stake 
the advantages of transfusion should be carefully weighed 
against the disadvantages. The risk might be expected to 
be proportional to the number of donors who have supplied 
the blood or plasma, and the mixing of icterogenic with 
non-icterogenic material may even increase its virulence.'* 
On theoretical grounds, therefore, whole blood should be 
safer than plasma or serum, which are pooled products, and 
small pools of plasma or serum should be safer than large. 
Active research is being performed to settle these questions 
and also to determine if the virus cannot be inactivated 
during the processing of plasma and serum. In the mean- 
time it is incumbent on anyone who gives a transfusion to 
record the case history, the details of the transfusion, and 
the identification numbers of the bottles of blood, serum, 
or plasma in such a way that both they and the patient can 
subsequently be traced. Whenever possible a patient who 
has received a transfusion should be kept under unobtru- 
sive supervision for the next six months, and his medical 
attendants should be informed of the fact of transfusion. 
In this way a subsequent attack of homologous serum 
jaundice may be diagnosed in the pre-icteric stage, when 
prompt treatment by bed-rest may mitigate the severity of 
the illness. 

The relationship of the viruses of homologous serum 
jaundice and infective hepatitis is still unsettled. Provision- 
ally they must be regarded as two separate varieties of the 
same species, though it may prove that they are different 
phases of the same virus. The morbid anatomy of the 
two diseases is identical. They differ in the longer incuba- 
tion period of homologous serum jaundice—approximately 
three months as compared with one month for the spon- 
taneous disease—and in the greater severity and higher 
mortality of homologous serum jaundice. It is also un- 
certain whether patients suffering from homologous serum 
jaundice ever pass on the disease to others by contact, 
droplet, or excremental infection, and data on this problem 
should be collected and reported wherever possible. 


THE TREATMENT OF BACTERIAL 
ENDOCARDITIS 


In a series of papers S. R. Kelson, P. D. White, and other 
collaborators'* analyse a large number of cases of sub- 
acute bacterial endocarditis seen at Boston and elsewhere 
in the U.S.A., and by grouping them into three therapeutic 
periods they give a clear picture of what has recently been 
achieved in the treatment of this disease. These papers 
provide the most important contribution to the literature 
of their subject for some years, and contain much informa- 
tion of interest from other points of view than the thera- 
peutic. The first group consists of 250 cases seen in Boston 
between 1927 and March, 1939; only 33 of these were 
treated with sulphonamides ; the other treatments employed 
were of forty-three different kinds. Only one patient made 
even a temporary recovery, to die of rheumatic carditis 
@ year later; he had received no specific treatment. A 


second group between 1939 and 1944, all treated with sul- 
phonamides, consists of 77 patients, of whom 6 recovered : 
3 of these and 14 of those who died also received heparin. 
A combination of heparin and sulphapyridine, according 
to Kelson, affords the best prospects of success, and in a 
separate paper, dealing with another group of 34 patients, 
he records 8 apparent recoveries following this treatment, 
together with two others in which sulphadiazine, and both 
sulphadiazine and penicillin, were combined with heparin. 
A third small group in the main series comprises 9 patients 
treated with penicillin, 4 of whom have apparently re- 
covered, while in 2 others the infection was suppressed, 
although they are now ill or dead from other causes. 

A more complete picture of what penicillin will do in 
this disease is afforded by the observations of L. Loewe,'* 
who has now treated 54 cases, with 14 failures and 40 suc- 
cesses, 37 of the latter being alive from 2 to 15 months 
later and 3 dead from other causes. It is an important 
feature of this author’s method that every patient is also 
given heparin, not intravenously but subcutaneously in a 
gelatin menstruum from which slow absorption takes place ; 
the necessary dose, usually about 300 mg. every second or 
third day, is determined for each case by estimations of 
the coagulation time, which is kept at between 30 and 60 
minutes. He strongly advocates that penicillin should be 
given by continuous intravenous infusion in order to main- 
tain a constantly adequate level in the blood. What that 
level must be depends on the sensitivity of the strepto- 
coccus in each case, and he recommends that the aim 
should be to maintain a concentration 5 to 10 times greater 
than the minimum required to inhibit the growth of the 
organism. M. H. Dawson and others'® have previously 
reported very wide variations in the susceptibility to 
penicillin of different strains of streptococci from cases of 
endocarditis, and anyone who has studied these organisms 
knows that their characters are almost infinitely variable. 
The concentration of penicillin required to inhibit the 
growth of strains from Loewe’s cases varied from 0.007 
to 0.5 unit per c.cm; 3 strains exhibiting high resistance 
are said to constitute a distinct and hitherto undescribed 
variety, and treatment failed in the cases from which they 
were derived. The regulation of dosage on ‘this principle 
resulted in variations in the daily dose between 40,000 and 
1,000,000 units, and in the total amount given between 
867,000 and the enormous figure of 48,930,000 units. An 
inadequate dose may cause the streptococcus to develop 
resistance ; a forty-fold increase in its resistance was ob- 
served in one case. The duration of treatment should 
depend on that of the disease, but if possible a five-weeks 
course should be the minimum. Loewe considers that in 
cases of less than three months’ duration, due to a reason- 
ably sensitive organism and in patients in good physical 
condition, a good result may be expected in almost every 
case. It does not follow, of course, that such patients will 
be restored to normal health. Gross valvular incom- 
petence must remain, and of those patients who have un- 
doubtedly been cured of their infection during the past 
few years, a number have succumbed later to progressive 


13 Andrewes, C. H., Lancet, 1944, 2, 159. 
14 Ann. intern. Med., ‘1945, 22, a 61, 75. 


15 Bull. N.Y. Acad. Med., 1945, 21, 59 
18 Proc. Soc. exp. Biol. Med., 1944, 66, 101. 
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Another American report on this subject is by M. H. 
Dawson and T. H. Hunter,'’ who have treated 27 cases in 
three groups. The first 5 were carefully selected favourable 
cases treated with penicillin only ; since 2 of these relapsed 
but later recovered completely after a course of penicillin 
combined with heparin, administered in 1 case by Loewe 
himself, the next 15 were all given- heparin by Loewe’s 
method in addition to penicillin. Of these 15 patients, 11 
recovered, 2 died, and 2 are still suffering from the disease. 
A final series of 7 cases has recently been treated, of which 
5 had no heparin, with so far apparently equally good 
results ; whether heparin is helpful is therefore a question 
still sub judice. Dawson and Hunter agree with Loewe that 
the dose of penicillin should be determined by the degree 
of sensitivity of the streptococcus—cases with hopelessly 
resistant organisms being rejected—and that a prolonged 
continuous course is necessary. 

The treatment of subacute bacterial endocarditis with 
penicillin in this country is at present confined to specified 
institutions, as announced recently in this Journal. That 
this study should be kept on a research basis is obviously 
desirable until the best methods have been clearly defined. 
If those advocated by Loewe are finally accepted, this will 
always be a major therapeutic undertaking and restricted 
of necessity to hospitals where the fullest laboratory and 
other facilities are available. It will be interesting to see 
whether the ultimate verdict is pronounced in favour of 
combining the use of heparin with penicillin treatment. 
Heparin in endocarditis has never found much favour in 
this country, owing to its undoubted danger, but to judge 
by Loewe’s present results the method of administration 
he now employs must have overcome this to a large extent. 


DIAGNOSIS OF HAEMORRHAGE IN MAN 


A few years ago most of us had the idea that collapse from 
haemorrhage was characterized by a rising pulse rate and, 
at a slightly later stage, a low blood pressure. This notion 
seemed to be firmly based on physiological grounds, in 
that a falling cardiac output would precipitate compen- 
satory sympathetic vasoconstriction and cardio-acceleration 
through the sino-aortic reflexes. It came as a surprise, 
therefore, to realize that rapid bleedings in human volun- 
teers up to a litre and over were accompanied by collapse 
reactions with marked bradycardia, and that these reactions 
became more frequent with the magnitude of the bleed- 
ing.'*-*° These vasovagal reactions have been analysed in 
detail by Barcroft and his colleagues,?! who have shown 
that they are the result of “reflex” vasodilatation in the 
musculature of the body. The characteristic symptoms 
preceding and accompanying this fainting reaction include 
deep sighing respirations, yawning, feeling of heat and 
sweating, vomiting, waning consciousness, carpo-pedal 
spasms, and sometimes convulsions. The differential 
diagnosis of haemorrhage and fainting came to be mean- 
At a still later stage after haemorrhage, when 
haemodilution and anaemia have made their appearance, 
Sharpey-Schafer?* has shown that another cardiovascular 
state occurs: the pulse is rapid and collapsing in type, 
while the cardiac output is up to double the normal. This 


17 J. Amer. med. Ass., 1945, 127, 129. 

** Wallace and Sharpey-Schafer, Lancet, 1941, 2, 393. 

* Ebert, Stead, and Gibson, Arch. intern. Med., 1941, 68, 578. 
ot aa -— wy Govons, Hardy, Fletcher, and Starr, Amer. J. med. Sci., 
™ Barcroft, Edholm, McMichael, and Sharpey-Schafer, Lancet, 1944, 1, 489. 
*2 Clin. Sci., 1944, &, 125. 


state of affairs is commonly seen in patients admitted to 
hospital after recurrent gastro-intestinal bleeding, ang is 
compatible with considerable reductions of blood volume. 
Three types of clinical picture after haemorrhage have 
thus been established: (1) the “classical” picture wit, 
rapid pulse and low blood pressure; (2) the vaso 
reaction ; and (3) the late hyperkinetic phase, when Post. 
haemorrhagic anaemia has developed. These varied te. 
actions raise a host of problems for both the Physiologist 
and the clinician. The vasovagal “ reflex” and the high 
cardiac output with low blood volume cut right across 
current trends of thought on circulatory regulation based 


on animal work. The clinician also will have to observe 


the phenomena of transition between the various stages, 


Shenkin and his co-workers have made a further contriby. 


tion to the problem by their careful studies. In the early 
phase of haemorrhage they subdivided the phenomena into 
the following three stages: (1) symptom-free at rest with 
pulse and blood pressure within normal limits, but undue 
acceleration of pulse on standing up; (2) intolerance of 
the upright position, which precipitates vasovagal syncope; 
(3) syncopal attacks with bradycardia even though recum- 
bent. They also observed that when all the lost blood was 
retransfused 14 to 2 hours after bleeding the blood pres- 
sure was raised 10 or 20 mm. Hg. above the value before 
bleeding. 

All these data are of much interest and importance, and 
we shall expect soon to be able to see more clearly how 
the jigsaw puzzle fits together. Most of the experimental 
work involves acute and rapid bleeding. More work is 
required on slower rates of bleeding on volunteers, for this 
may resemble more closely what is usually seen in patients 
with gastro-intestinal haemorrhage. 


ROAD ACCIDENTS 
Before the war this country had a quarter of a million road 
casualties every year, with 6,500 deaths. During the war, 
although there were far fewer vehicles on the road, the 
deaths have not been much below this figure. The retum 
of the basic petrol ration, with its threat of an outbreak of 
mechanically dubious. cars and unpractised drivers, is a 
sharp reminder that something must be done quickly to 
minimize the dangers of the road. Lord Leathers, Minister 
of War Transport, writing in the Practitioner for April 
said that the Government would soon announce some pro 


‘posals, but that the whole community must make a com- 


bined effort. Medical practitioners come into contact with 
the road problem from several aspects. As the Minister 
pointed out, they know the suffering and trouble that acci- 
dents cause ; as motorists they are familiar with the dangers, 
and they can personally influence many of the motoring 
public. They have a special responsibility in certifying 
that applicants for licences to drive public service vehicles 
are medically fit to do so. No medical examination & 
imposed on applicants for an ordinary licence, and 
Dr. Douglas Kerr, writing in the same issue, thinks 
the present declaration of fitness has little value and that 
private drivers should be obliged to produce a 
certificate similar to that of a public service vehicle. 
In this opinion he is supported by Mr. Eric Farmer’ 
researches in accident-proneness. As drivers are nd 
examined after accidents, statistics concerning the respo® 
sibility of unfit drivers for accidents are, he says, fallacious 
Without some such information medical examiners 
continue to work largely in the dark, especially if, ® 
Dr. Hugh Dunlop thinks, most of the “ borderline 
disabilities, as distinct from the definitely incapacitating 
ailments, are mental and temperamental. Recklessne® 
indecision, and lack of road sense are more easily de 

% McMichael, Sharpey-Schafer, Mollison, and Vaughan, Lancet, 1943, 1, & 
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in the police court than in the consulting-room or even at 
the driving test, but when detected they ought, if serious, 
to be recognized by disqualification. Drunkenness, accor- 
ding to Prof. Sydney Smith, has been greatly exaggerated 
as a source of accidents ; but alcohol is a potential danger 
jn quantities too small to be appreciable in clinical examin- 
ation, and in his opinion the problem of the drinking driver 
would be greatly simplified if the law assumed a driver, as 
it does in many of the United States, to be “under the 
influence” if his ability has been lessened in any degree 
by alcohol. Small improvements in motor-car design 
(leading, for example, to better braking, vision, comfort, 
and ventilation), such as Mr. J. F. Bramley and Dr. N. T. 
Glynn, of Austins, enumerate, will perhaps eliminate more 
danger than will any revolutionary change ; such a change, 
they say, may be more necessary in the design of the roads. 
The effects of accidents may be mitigated, as Mr. Charles 
Noon and Mr. William Gissane show, by extending the 
provision of blood transfusion and sulphonamide drugs, 
and by organizing accident centres similar to those which 
have long proved their value in industry. 

As the Minister observed, the most disturbing aspect of 
the road problem is the high toll it takes of children. Over 
the decade before the war the figures were improving ; but 
the war brought a setback, and the figure is now about a 
hundred deaths a month in the age group between 3 and 8 
years. Dr. Percy Stocks’s figures from the General Register 
Office! show that children did not benefit by the wartime 
restriction of road traffic, and that their need is especially 
urgent. Training of children in road sense on the lines 
suggested by Dr. Muriel Hughes in the Practitioner will 
have to be intensified and greater attention given to protec- 
tive measures such as guard rails and play centres. The 
legal attitude to compensation for road accidents ought, in 
Mr. Harcourt Kitchin’s view, to be radically changed, and 
the compensation and rehabilitation of victims should form 


_part of a communal insurance scheme and not depend on 


a dilatory and expensive legal tussle between insurance com- 
panies. Finally, readers may think that the statistics of 
road casualties will never have much quantitative meaning 
until the number of victims are correlated with the number 
of vehicles on the roads. 


THE HORROR CAMP 
Accounts in the lay press of German concentration camps 
and the report of the Parliamentary delegation have con- 
firmed what many people knew years ago—namely, that 
the Nazis, with cold inhumanity, were systematically tor- 
turing and slowly exterminating Jews and political enemies. 
It is well, therefore, to put on record in this week's Journal 
an account of the conditions in Belsen written by one of 
the medical men engaged in resuscitating its diseased and 
starved victims. Apparently only a small proportion of 
the inmates of Belsen were German Jews. The rest were 
Jews from the various countries occupied by Germany at 
the height of her recent expansion. The German policy 
seems to have been one of complete and utter neglect, so 
that the inhabitants of the camp, deprived of all care and 
the common decencies, should die of starvation and dis- 
ease. The results of this policy are described on page 814 
by Dr. W. R. F. Collis, a Dublin physician. 

It seems to be established beyond doubt that German 
doctors gave intravenous infusions of benzol and creosote, 
and we are informed that the apparent reason for injecting 
benzol was the induction of a paralysis in the victim which 
would “justify ” sending him or her to the crematorium. 
When British doctors and nurses subsequently tried to 
administer casein hydrolysate to the starving wretches they 
cried out in terrified expectation of being sent to the crema- 


1 British Medical Journal, April 28, 1945; p. 601, 


torium. It is very hard indeed for people living in this 
country to realize this terrible example of man’s inhumanity 
to man, and it requires a mental effort to grasp the enormity 
of such behaviour in civilized Europe. What is peculiarly 
distressing is the knowledge that German doctors—pre- 
sumed to be educated men—should so completely deny 
the humane tradition of their calling, a tradition laid down 
by the school of Hippocrates and reaffirmed since then by 
countless generations of medical men the world over. We 
should of course not fall into the error of supposing that 
all German doctors are like the doctors in Belsen. But 
we should be doing a profound injustice to the thousands 
upon thousands of tortured Europeans if we too easily 
forget what has happened. It will be some time before 
we can look upon German doctors as men imbued with the 
ideals of medicine common to civilized countries—ideals 
so magnificently sustained by the British doctors, nurses, 
medical students, and orderlies now cleansing this Augean 
stable of Nazi horror. 


WARTIME RESEARCH IN DAIRYING 

The National Institute for Research in Dairying is one of 
the research institutes founded by the Board of Agriculture 
as part of the scheme of agricultural research formulated 
under the Development and Road Improvement Fund Act, 
1909. Reading was chosen as the centre of dairy investi- 
gation, and in 1912 the Institute was established at Univer- 
sity College, Reading (now the University of Reading). In 
1920 it acquired the Shinfield Manor Estate, four miles 
away. The last annual report issued was for the year 
Oct. 1, 1939, to Sept. 30, 1940. Two years ago it was 
decided that the publication of some connected account 
of the work done during the war years should not be too 
long delayed, and a report has now been published out- 
lining the research activities in the triennium Oct. 1, 1940, 
to September 30, 1943. This record shows that much of 
the time and energy of the staff of the Institute has been 
given to problems created or intensified by war conditions, 
the solution of which problems would increase wartime 
efficiency in production, handling, distribution, or manu- 
facture of milk and milk products. Some of these prob- 
lems have been solved to the advantage of the country and 
the dairy industry ; some are still under investigation ; some 
wait on fundamental research before a solution can be 
found. The war has repeatedly underlined the need for 
fundamental and long-range research in certain directions 
in dairy science. Experience on the farm in wartime has 
emphasized that there is still much to be learnt about the 
breeding, feeding, and management of dairy cows for con- 
sistent high yield and quality of milk either when, as now, 
imported concentrates are scarce or when the supply of 
feeding stuffs is normal. The events of the war have-sup- 
ported the view, expressed many times in the past by the 
Institute, that the physiological approach to many problems 
of dairy husbandry needs greater emphasis both now and 
in the future. Another need brought to light by wartime 
conditions is for improving farm dairy appliances and 
machines. Practical wartime difficulties in the dairy indus- 
try have again and again stressed the importance of a 
wider and more accurate knowledge of the micro-organisms 
which either enter unasked or are pressed into service at 
different stages of milk production, handling, and distribu- 
tion, or in the manufacture of cheese, butter, and dried 
milk. As the director, Prof. H. D. Kay, says, “ Quite 
fundamental to any system of control or assessment of the 
marketability of milk or to a steady improvement in the 
quality of milk reaching the public is objective research in 
this field of dairy bacteriology . . . the post-war research 
work of the Institute must be on a larger scale and attain 
a wider scope than anything conceived before the war.” 
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BELSEN CAMP: A PRELIMINARY REPORT 


BY 
W. R. F. COLLIS, M.D., F.R.C.P., F.R.C.P.L, D.P.H. 


The following extract from an appreciation of the situation by 
the senior medical officer after 24 hours’ contact with the 
camp will.serve to illustrate the state of affairs at the beginning. 


GeNERAL Layout 

“ The camp is separated into two distinct portions—Camps 1 and 2. 
Camp | is a hutted encampment housing approximately 22,000 
females and 18,000 males. Camp 2 consists of a series of brick 
buildings and houses approximately 27,000 males. The inhabitants 
of these camps are of mixed nationalities, with Russians and Poles 
predominating. Czechs, Belgians, French, and Italians are also 
present. 

CONDITIONS PREVAILING 

The following is a brief account of the conditions seen on first 
entering these camps on April 17, 1945. It is impossible to give an 
adequate description on paper. 

Camp 1.—A dense mass of emaciated apathetic scarecrows 
huddled together in wooden huts without beds or blankets in many 
cases, without any clothing whatsoever in some cases. The females 
in worse condition than the men, their clothing generally, if they 
have any, only filthy rags. The dead lie all over the camp and in 
piles outside the blocks of huts which house the worst of the sick 
and are miscalled hospitals. Approximately 3,000 naked and 
emaciated corpses in various stages of decomposition are lying about 
this camp. Sanitation is non-existent. Pits, with, in only a few 
instances, wooden perch rails are available in totally inadequate 
numbers, but the majority of inmates, from starvation, apathy, and 
weakness, defaecate and urinate where they sit or lie, even inside 
the living huts. There is no running water or electricity. All water 
is being brought in by our water trucks. 

Camp 2.—Conditions in this camp are vastly improved in com- 
parison with Camp 1. The inmates are housed in buildings, 600 to 
a building of 150 capacity. Sickness in this camp is much less and 
the death rate is about 10 a day. The inmates appear better clad 
and generally less emaciated than in Camp 1, though signs of 
— are everywhere. An attempt is being made to bury the 

Diseases PREVALENT 

Camp I.—Riddled with typhus and tuberculosis. Gastro-intestinal 
infections are very common and are probably enteric and simple 
gastro-enteritis. No cholera or dysentery has been diagnosed. 
Erysipelas, scurvy, and starvation disorders are prevalent. 

Camp 2.—Enteric, tuberculosis, erysipelas. There is no typhus in 
this camp.” 

Actually the state of affairs was worse than described above : 
for instance, when the corpses were more accurately counted 
the figure was nearer 8,000 to 10,000 than 3,000. In many cases 
the dead lay in naked walls of bodies around the huts, many of 
which were filled, literally filled, with the dead and the dying. 
Next to nothing had been done for these people for months. 
For a week they had had almost no water. There they lay, 
either three persons to a bunk designed to hold one or on the 
floor, in foul rags drenched in excreta, covered with lice. Death 
came chiefly through starvation, typhus, tuberculosis, and 
dysentery : 500 a day were dying from disease, and the guards 
killing more. In Camp 1, covering an area of 0.8 mile long 
by 0.4 mile wide and containing a large portion for adminis- 
tration and another for the crematorium and “ accessories,” 
were kept 40,000 human beings confined most of the time to the 
huts on pain of being shot. 

Into this foul place came the British troops. The S.S. guards 
were got under control and forced to bury the dead and clean 
up the worst of the filth, The Hungarian guards were also 
employed, and an SOS for help sent out. In the meantime 
the following British medical units were sent to the camp by 
the D.D.M.S., Second Army, Brig. H. L. Glyn Hughes, together 
with a contingent of the armed Forces, including military 
Government detachments, and began the colossal medical task 
of transforming a death-trap into a hospital, though it could 
not be regarded as a commitment which came strictly under 
the Army Medical Services, but the dictates of humanity 
required quick action: 32 C.C.S. (Lieut.-Col. J. A. D. Johnston, 
R.A.M.C.); 11 Light Field Ambulance (Lieut.-Col. M..W. 
Gonin, R.A.M.C.) ; 163 Field Ambulance (Lieut.-Col. M. E. M. 
Herford, D.S.O., R.A.M.C.) ; 30 Field Hygiene Section (Major 


P. J. Fox, R.A.M.C.); 76 Field Hygiene Section (Major F. R 
Waldron, R.A.M.C.). Some days later these were reinforced 
by No. 9 General Hospital—600 beds (Col. A. R. Oram), and 
these have been followed up by another C.C.S. and another 
general hospital of 1,200 beds. é ; 

The work carried out by these medical units under the direc. 
tion of the S.M.O. Camp, Lieut.-Col. Johnston, produced results 
which have to be seen to be believed. The setting up of 
hospital accommodation of 17,000 beds in ordinary barrag 
buildings is one of the monumental tasks undertaken and accom. 
plished. Beds, bedding, drugs, dressings, and a hundred ang 
one other items of hospital equipment had to be found from 
one source or another, whilst nursing and domestic aid on q 
large scale had to be recruited and organized from among 
those internees capable of rendering assistance, and also from 
German sources. Only the superb initiative and untiring energy 
displayed by Lieut.-Col. Johnston made this feat possible. The 
Field Hygiene Section were meanwhile tackling the problems 
in hygiene which abounded in this camp of horror. Supervision 
of the clearing away of corpses and filth, with which the camp 
area was literally covered, and the disinfestation by D.D7. 
powder of the 40,000 inmates of the camp were among th 
manifold duties which fell to their lot in the struggle to cop- 
trol infection and prevent its spread. The antityphus measures 
undertaken were directed and controlled by Capt. W. A. Davis, 
U.S.A. Medical Corps (Consultant in Typhus attached to 21g 
Army Group from the U.S.A. Typhus Commission). The work 
carried out by the Field Hygiene Sections and Capt. Davis has 
undoubtedly resulted in preventing a widespread epidemic of 
typhus. 

About a week after the camp was uncovered a contingent of 
the British Red Cross arrived and were immediately thrown 
into the fray, doing anything and everything that they were 
asked. The women, under the leadership of S‘sters Silver-Jones 
and Beardwell, were sent into the hospital area to take care of 
the first 600 patients admitted, most of whom were in a dying 
condition, covered with suppurating sores and almost all suffer- 
ing from dysentery and many from typhus. The men took on 
the job of driving the now patients from the horror camp to th 
human laundry and then to the hospital. About two weeks 
later 100 medical students arrived and, under the direction of 
Dr. Meiklejohn, of U.N.R.R.A., took over the major job of 
feeding the internees in the horror camp. The stench, tk 
foulness, which these young men endured is quite impossibk 
to describe. Gradually the huts were got into order and th 
patients thinned out, partly by removal and partly by death, 
and the camp was divided into two areas—one known as th 
Horror Camp Hospital, in which treatment of a medical natur 
is now being undertaken. In those huts outside the Horr 
Camp Hospital one or two students with 0 to 5 internee nurs 
look after 200 to 400 people who have not been medically 
sorted out. In the huts of the hospital area of the Home 
Camp (Camp 1) three medical students look after some 19 
patients, assisted by internee nurses and Hungarian guards. ls 
a small division of a hut containing 8 to 10 patients may & 
found two cases of typhus, one or two cases of advanced tuber 
culosis, and three with dysentery. The complications mot 
often met with in the typhus patients are thrombosis, gangrem, 
and bronchopneumonia. Cerebral symptoms are rare an 
usually fatal. Among the pure famine cases are many wit 
oedema, gingivitis, pigmentation (? pellagra), emaciation, am 
profound lassitude. These medical students have done aw 
are doing a work of epic gallantry and are worthy of all honow. 

The daily death rate in the camp, which was approximately 
300, fell very shortly after the arrival of the students and 
now approximately 60. There is no doubt that the provisie 
of 40 tons of dried milk and of the necessary protein hyde 
lysate and glucose, and the supervision of the special feeding 
have resulted in the saving of thousands of lives. 

The accompanying map gives the general layout of the cat? 
as it now exists. 

Camp | (the Horror Camp) is now practically empty. A® 
or two should see the last of the inmates cleared al 
ordinary huts to either No. 1 Camp Hospital or to the hosp® 
proper. The Horror Camp will then be burned. 

Camp 2.—Part of this camp is now under the control &# 
Army General Hospital, with already nearly 2,300 patients. * 
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BELSEN CAMP 


is rapidly expanding to 3,500. The larger portion of Camp 2 
js still under the control of the original C.C.S. and consists of 
the main hospital area, containing 11,200 patients. It is divided 
into squares of five houses, the whole square accommodating 
approximately 700 patients. Each square is under the control 
of one medical officer from the R.A.M.C. Each house of 150 
patients has one Swiss or internee or German doctor in charge. 
Fach square has only one or two British trained nurses, the 
rest being either internee nurses or German nurses. It has 
been found necessary due to the lack of doctors and nurses 
from home to employ German doctors and nurses. No doubt 
the additional medical skill 
thus added have proved 
beneficial in a general 
sense, but the patients are 
naturally terrified of being 
looked after by Germans 


Roven. Sxetcn Mae 
Besen Concentration Cane (one) 


We wemacwr Barracks 


These have not yet been opened, though over 1,200 German 
patients have been removed from the latter, and it is now 
being got ready for admission of the patients from the camp. 
One wing is at present being used for the treatment of a 
number of orderlies and R.A.M.C. personnel who have them- 


even under supervision, re- 
membering how they were 
tortured in the past. It 
has been established that 
patients were often given 
intravenous infusions of 
benzol and creosote by the 
German medical staff, so 
that now, when the doctors 
approach with hydrolysate 


for intravenous infusion, 


the patients often cry out 
begging not to be taken to 
the crematorium. The main squares (see map) are for general 
treatment, while the three blocks at the back are kept for 
maternity patients and children. Probably nowhere else in 
the world at the present moment, certainly in no maternity hos- 
pital, have obstetricians to deliver women who are actually 
suffering from typhus at the time of their confinement, but here 
this is quite ordinary. The difficulties facing the staff have been 
truly appalling, but now very few women are getting puerperal 
sepsis, though many of the babies are still going down with 
neonatal sepsis. 

The Children’s Blocks are the happiest in the whole camp. 


“Many of the children are emaciated, showing the utmost 


marasmus, and many are sick ; but also many are now begin- 
ning to recover, and, strange though it may seem, these, par- 
ticularly the children under 7, do not show the terror symptoms 
which are perhaps the most terrible aspect of the adult patients’ 
mental state. Already they are laughing and smiling again. 
Many are going to recover altogether. But our responsibility 
will not end then, for most have no homes to go to, no parents, 
no ordinary future. Surely somewhere in the world there are 
people who will come forward and care for these children and 
give them a home again. 

In the general squares of the hospital area the main treatment 
up to the present has been that of feeding those in the extreme 
famine condition. Dr. Janet Vaughan and her team are doing 
invaluable work with intravenous hydrolysate while making 
important scientific investigations ; but it is not easy to give an 
intravenous infusion with one hand and a bed-pan with the 
other, and little can be expected from these specific treatments. 
Few of the important scientific problems can be tackled 
Properly until sufficient nursing facilit'es can be obtained. 

In the hospital area it is still necessary to nurse patients with 
open tuberculosis and typhus in the small overcrowded wards 
containing other patients. Without x-ray apparatus diagnosis is 
often only provisional. 

Camp 3.—This area contains approximately 8,000 persons. 
They are supposedly well or at least convalescent and have been 
transferred from the other camps. They are able to walk and 
generally able to look after themselves ; but many are pitiably 
weak still, and now quite a number are getting sick and being 
transferred back to the hospital once more. Typhus has broken 
out now in Camp 3 quite seriously, and the problem of the 
management of this vast collection of persons from the social 
and medical points of view is one of the most difficult facing 
the directors of the camp. 

If the map is referred to again two other hospitals will be 
seen—the Round House Hospital and the German Hospital. 


selves contracted typhus in the course of their duty. The open- 
ing of these new hospitals will greatly help the more advanced 
types of medical and surgical therapy. 

Finally comes the immense problem of rehabilitation of these 
poor, abused, broken people. First the demands of their bodies 
must no doubt be met, but many are as wasted in mind as they 
are in body. Here expert workers are necessary, and vast quan- 
tities of books in all languages—Russian, Polish, Yugoslavian, 
German, and French, together with all kinds of sewing equip- 
ment, such as needles, thread, thimbles, etc., for the women ; 
and much besides. The number of French internees cannot be 
more than 200, and all whom one speaks to who are recovering 
are full of hope and thinking only of the day of their return 
to France; but many thousands of those from the East, par- 
ticularly the Poles, have no homes to go to, have apparently 
no future, no hope. The problem of what to do with these 
forsaken, almost lost, souls is immense, but one which if 
not tackled and solved will make all our efforts here mere 
waste of time, for then it were kinder to have let them die 
than to have brought them back to mere existence and more 
suffering in a hostile world where they have no longer even 
a hope of being able to compete in the struggle of the survival 
of the fittest, and must inevitably go down. 


Conclusion 

This is a brief preliminary report of Belsen Camp to give 
the medical profession in Britain some idea of the medical 
problems involved. It is a complete understatement. No words 
can describe the stench of decaying faeces, rotting bodies, and 
burning rags, which in the first weeks one could begin to smell 
miles from the camp, and it can but be left to the imagination 
of the medical men who read this article to appreciate what 
the doctors, nurses, and students at Belsen have endured and 
accomplished. 

Since the camp was taken over from the Germans more than 
20,000 internees have been buried; some 30,000 are left, of 
whom 11,200 are in the main hospital area. Now the Horror 
Camp is being rapidly emptied and the first emergency problem 
of hospitalization at Belsen has been accomplished, though an 
enormous task lies ahead if these poor people are to be cured 
and rehabilitated. It will be possible to repatriate those who 
are fit to be moved to their own countries, where further hos- 
pitalization and rehabilitation will be a matter for their respec- 
tive peoples ; but there will still remain a very large number, 
possibly thousands, of Stateless and homeless people whese 
welfare, both medical and general, and ultimate assimilation 
into normal society must remain as an almost insoluble problem 
for years to come. 
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TASKS OF U.N.R.R.A. 


Barttsa 
MEDiIcaL Journ, 


All honour is due to the R.A.M.C. and the doctors, nurses, 
and medical students of the British Red Cross and Order of 
St. John, under whose umbrella a large number of people of 
different nationalities have worked in perfect harmony. Par- 
ticular mention must be made of the Swiss doctors and nurses 
who arrived by air and immediately went straight into action 
in the traditional manner of their countrymen whenever the 
cause of humanity is to be served. Nor must the gallant efforts 
of the internee doctors and nurses be forgotten. Many were 
sick and weak themselves, but, forgetting their tired and 
wasted bodies, they have worked and fought beside our medical 
personnel to their utmost power. Finally, the part played by the 
orderlies and other British soldiers must also be remembered. 
Their courage and kindliness were amazing, and not a few of 
them now lie dangerously ill, having contracted typhus while 
cleaning up the filth and helping the lice-covered patients. 


THE TASKS OF U.N.R.R.A. 
MEDICAL SERVICES IN LIBERATED COUNTRIES 


Dr. Andrew Topping, chief of the Health Division of the 
European Regional Office of the United Nations Relief and 
Rehabilitation Administration (U.N.R.R.A.), Col. R. E. Butler, 
its chief nutrition expert in the Balkans, and other members 
of the Health Division staff have lately returned from visits to 
certain of the liberated areas of Europe. They recently met 
representatives of the medical press in conference, when some 
very candid and enlightening statements were made. 


Difficulties of the Administration 


Dr. Topping said that the original programme of U.N.R.R.A. 
was framed on the supposition that it would play an important 
part in the reorganization of medical services throughout the 
liberated countries, but it was not appreciated that for this 
purpose certain essential priorities must be secured and support 
given at the highest level by the subscribing Governments. 
U.N.R.R.A. had not been able to obtain these priorities, with 
the supplies, shipping, and man-power necessary for its elaborate 
programme. Many Governments had been extremely half- 
hearted. Statements had been current that U.N.R.R.A. was 
not doing its job, but no one had explained that it was not its 
province to relieve liberated countries during the active military 
period when the various armies engaged were supposed to be 
dealing with civil problems. The problem of transport and 
supply so far as the civil populations were concerned had 
proved impossible for the armies, whose prime aim had 
obviously to be the successful prosecution of the war, but this 
fact should have been stated and the slur upon U.N.R.R.A. 
removed. 

The Administration, Dr. Topping further explained, had had 
to cope with a severe shortage of medical and nursing services. 
One of the sections in its constitution provided that subscribing 
Governments should release any in their employment who were 
considered essential for U.N.R.R.A.’s activities; but in fact, 
while many local authorities deserved praise for releasing 
temporarily some of their key personnel, considerable difficul- 
ties had been found in obtaining the people who were wanted. 
It had also been expected that the liberated countries of Europe 
wou!d require expert help in the reorganization of their medical 
services, and in fact a senior health officer had been appointed 
to each country ; but while these officers had been courteously 
received and friendly relations had been established, and their 
help in enabling supplies had been appreciated, they had been 
given no specific functions in the reorganization, and their 
presence was, to put it bluntly, looked upon as the price to be 
paid for essential medical supplies. 


The European Picture 

Concerning the conditions in France and Belgium, Dr. 
Topping said that in many respects they were not as bad as 
they had been represented. It had been stated that there was 
great shortage of doctors in Belgium, but in fact doctors there 
were in adequate supply, and indeed a number had been re- 
cruited by U.N.R.R.A. with the full co-operation of the 
Ministry of Health. The position in Holland. was considerably 
worse than elsewhere, and in Greece the position was serious, 


largely owing to a lack of appreciation by the Government Fi 
the need for sufficient medical and nursing services. Ttaly algo 


As for countries within the Russian sphere of ing 
Dr. Topping said that a mission had been ready to go to Polang 
and Czechoslovakia for many months, but so far it had been 
impossible to obtain permission. Although a mission had poy 
entered Yugoslavia, it appeared that the authorities there looked 
upon the presence of U.N.R.R.A. personnel as little more thy 
a nuisance and were not according them reasonable facilitig 
Yugoslavia had asked for a team of plastic surgeons, comple 
with anaesthetists, dentists, and nurses, and U.N.RRA » 
investigating the possibility of meeting their wishes. 


Solid Achievements 


Nevertheless, U.N.R.R.A. has some great achievements » 
its credit. Dr. Topping mentioned the organization of 
large camps in the Middle East and North Africa. At om 
time there were more than 60,000 refugees under the Adminis 
tration’s control, but these were gradually being sent back » 
their own countries. Another achievement was the establish 
ment of friendly relations with the medical profession in t 
various countries. Concerning the control of displaced persoy 
in Germany, U.N.R.R.A. had undertaken to provide 450 team 
each with doctor and nurse, and 205 were in the field alread 
working under military control. A good deal of difficulty ha 
been experienced in getting together these teams, for-it wy 
possible only to get older people or the medically unfit ay 
those who could be spared from their ordinary jobs. Tr 
recruiting net had been cast very wide. A number of doctos 
had been recruited from France, Belgium, Poland, and Cred» 
slovakia, and it was hoped to obtain others from Eire, Swite 
land, and Sweden, and from Austrian refugees in this county 

Dr. Topping added that Sweden had been very helpful 
offering to take 10,000 displaced persons, sick people, a 
children. The country had already received 20,000 peo 
from Germany, mostly Norwegian and Danes. The difficuh 
would be the hard core of people,.expected to number at leat 
half a million, who had no country. 


The Extent of Malnutrition 


Prof. V. P. SYDENSTRICKER, the American nutritional expt 
told the conference that in Paris and Brussels, although thr 
was hunger and misery, there was no serious state of stam 
tion. In Western Holland, the portion of the country liberate 
early in May, actual starvation did prevail, and the cation ti 
fallen to an extremely low level. Loss of weight was fom 
te a significant degree in the town populations, and in the per 
districts of towns where ciose observations had been mat 
10% of the people were suffering from famine oedema. Ls 
of these people had been prepared, and they were visited ¥ 
officials and given extra food when it was available, and & 
Dutch were prepared to carry their own relief as som® 
supplies appeared. He also stoke of experences with protr 
hydrolysate. Small experiments he had carried out person} 
had been successful, and in Holland the first reports 
excellent. He had been told that at Belsen the experiment 
not successful, the people suspecting a new form of tom 
It was only when people were too ill to take milk and g® 
that protein hydrolysate was used. 

Col. R. E. Butter spoke of his experiences in the cam 
mainly for Yugoslavs and Greeks, in the Near and Middle Ext 
While there were minor deficiencies, by and large the chil 
were in good condition. In Greece itself the picture wasm™ 
different from what it was in 1940-1. The growth of the tia 
market, to thwart the German authorities, and the advest@ 
the Swedish-Swiss Red Cross, had resulted in a marked ® 
provement in nutritional standards. In the hospitals, aa 
the many patients brought in for injuries, there were few® 
exhibited any marked degree of malnutrition. Thanks ®® 
Red Cross, the situation was in control in Athens and Salem 
He had seen no cases of famine oedema in Greece, thoug 
was reported that the children were under weight. In# 


minor 

had no 
as alre 


Prof. 
attache 
visit to 
group 
death 1 
frequen 
nothing 
not car 
due to 
employ 
with th 
parative 
encoun 
the Me 
inadequ 

Dr. | 
nationa 
the Int 
Germar 
quickly 
bureau) 
notifica 
Africa, 
the Far 
was to 
nationa! 
the Col 
to the | 
internat 
vaccines 


the airc 
nine suf 
pared by 
ment of 
with Wi 
ology, a 
Aviatior 
For this 
gether s 
bulky. 

and, in 

an appr 
view to 
Tempera 


If the 
some of 
designed 
melting s 
Clearly 1 
ration ha 
fuel was 
and be p 

The ra’ 
the form 
sist of n 
flavouring 
meal requ 
tablets of 
their virti 
waxed fil 
assembly 
Pared wi 
Tablets 
dehydrate 
In a hyd: 
im the ha 
the swelli 


. 
was getting an in FESPeCt It Was little 
* worse off than before the war. The future of these Countries 
Bh from this point of view depended upon forces stronger thy 
a U.N.R.R.A., chiefly upon the resources available for over. 
Bie: coming world food shortage. 
° 
+ a For the 
oe decided 
| 
3 
| 
‘ 
¥F + s 
> 


aad June 9, 1945 EMERGENCY RATIONS FOR POLAR FLIGHTS a. 817 
a. 
Ament off minor deficiencies were apparent, but the age-weight figures material is much finer, as with spray dried powders such as milk or 
taly alsoM had not been seriously disturbed. If supplies were continued es, compressed blocks of this kind would be very difficult to 
2s lite Mf 4s already allocated, no grave position should arise. crumble, and, furthermore, lumps escaping crumbling would remain 
Countries as unreconstituted lumps and mar the smoothness of the product. 
OF ove prof. R. R. STRUTHERS, of McGill University, a paediatrician block can be dissolved by adding it to the oiling water. "The best 
attached to U.N.R.R.A., added some observations on his recent _ of the. water melts the fat and the enclosed particles of food go into 
influence § yisit to France and Belgium. He said that children in the age solution without any lumps being formed. The texture of thest 
© Polanj J group 1-3 years had been well provided for; the neonatal blocks is such that many of those containing milk powders are 
had been jeath rate was not much before the war. The  Palatable when eaten as sweets, 
had now frequency of miscarriage was rather higher than normal, but : 
looked ie like it was in 1941-2. Breast-feeding of infants was ; Menus fer Feer Days 
}0re than # not carried on for as long a period as usual, but this might be A sufficient range of these blocks had been developed and tested 
facilities due to the desire of the mothers to get back to their factory pe omar 
w 
ems were each day oon more han one 
is § wit pr the four, but it is thought that the variety was as great as in a 
paratively well, but lean. The only place where he had normal wartime household menu. The possibility of increasing the 
encountered acute difficulty was in the South of France, along number of varieties still further was rejected as it would have com- 
the Mediterranean coast, where supplies of food and milk were _ Plicated the job of production. The menus finally agreed upon 
ments inadequate. wens: 
of Dr. N. M. GOopDMAN gave some account of the new inter- 
At om national conventions sponsored by U.N.R.R.A. at the time when By? | 
Adminis § the International Office of Public Health in Paris was under Porridge Porridge Porridge Porridge 
back German occupation. U.N.R.R.A. received and dispatched as Biscuits 
establish quickly as possible epidemiological information and had set up Becettaet Biscuits Biscuits Dripping Dripping 
in te® bureaux in London and Washington, the former to deal with 
1 person ® notifications from Europe, the Middle and Near East, and - - pontheipadoadl 
50 team, Africa, and the latter with notifications from the Americas and ™ 4 morning | Tea tes 
| already. B the Far East. Among the other duties of the Administration | Meat & vege- | Cod pie Meat &vege- Curry 
culty was to authorize yellow fever vaccines to be recognized inter- ~—- 
Tit WSR nationally, and with the consent of the French Minister for Lunch Biscuits nd pudding ‘aueed 
unfit an’ the Colonies, tests were to be made on French soldiers going — Cae 2 gu 
bs. TkB io the Far East. It was a new departure in medicine that an * spreed ” 
f docton # international body should be authorized to test and approve Tea 
| Czech B vaccines and the institutes at which they were made. Meat soup Beef Tomata soup | Beef = —— 
_ Switzer Beef & tomato | Mashed | Mutton and | Potato 
pes Supper Mashed _ potato | onion Semolina 
’ potato Fruit Mashed pudding 
elpful oa Tea potato Tea 
ple, an EMERGENCY RATIONS FOR POLAR FLIGHTS Cocoa Bp eres 
) peokif For the Polar flights made by the R.A.F. Lancaster Aries it was Boiled sweets | Boiled sweets | Boiled sweets Boiled sweets 
difficuln in case of a forced landing in the Arctic regions { 
r at les@the aircraft should carry emergency rations for the crew of ‘ore eae 
nine sufficient to last 28 days. These were designed and pre- a — — we 
pared by the Low Temperature Research Station of the Depart- 7a! weight of food | 708 g 705 g. 715 8. 706 g. 
ment of Scientific and Industrial Research, in close consultation Total ‘weight of fat 185 g 184 g. 177 g. 213g. 
with Wing Comdr. Macrae, of the R.A.F. Institute of Path- ger man 
% fat 26 g. | 26 g. 25 g. WO g. 


ology, and Wing Comdr. ‘Winfield, of the R.A.F. Institute of 
Aviation Medicine, who was the medical officer on the flights. 
For this purpose the normal rations available were not alto- 
gether satisfactory, as they would have been too weighty and 
bulky. Thus the use of dehydrated foodstuffs was indicated, 
and, in view of our development of compounded food tablets, 
an approach was made by the Air Force authorities with a 
view to a ration being specially made for the job in the Low 
Temperature Research Station. 


Compounded Dehydrated Foods 


If the aircraft was forced down there was a good possibility that 
some of the aviation spirit could be salvaged. A stove had been 
designed to burn 100 octane spirit, and its use for cooking and for 
melting snow and ice to 1econstitute dehydrated food was possible. 
Clearly the amount of fuel available was not unlimited, and the 
ration had to be so designed to use it economically, and in case no 
fuel was saved a substantial proportion of it could be eaten dry 
and be palatable in that form. 

The ration pack was designed so that most of the food was in 
the form of blocks of compounded dehydrated foods. These con- 
Sist of mixtures of dehydrated foods with added sweetening and 
flavouring materials where appropriate, so that each is a ready-made 
meal requiring only the addition of water. They are fabricated into 
tablets of standard size (usually 2 in. by 2 in. by 0.9 in.). Two of 
their virtues are that they need only to be wrapped in high-grade 
waxed films or papers and that their standard size facilitates the 


and 


5. amet assembly of mixed rations, while very little space is wasted as com- 
few wil oo with circular cans. One of two processes is employed. 
cs tot dried foods of large particle size such as 
Saloon shed — or vegetables are made by compressing the mixture 
‘hous ydraulic press. The pressed block can be crumbled easily 


in the hand and reconstituted, when any lumps are broken up by 
Swelling of the larger particles. Where the particle size of the 


The computed total weight on this basis was 393 Ib. plus 3 Ib. for 
immediate wrappings of the blocks. It was found that rations for 
two days could be packed into a standard 4-gallon can which not 
only was most convenient as a master container but also could be 
gas-packed to ensure that the food remained in the best condition 
possible. The fourteen cans increased the total weight to 435 Ib. 


Assembly and Labelling 

To simplify unpacking and utilization and to reduce the amount 
of labelling the 7 or 9 blocks of each item required for one day 
were held together by adhesive tape in a vertical stack. The stacks 
were quite rigid, and thus often, where there was space between 
them and the side of the can, a single block or a biscuit was inserted 
as a key, thus avoiding the need to fill the whole space with packing. 
These stacks of blocks were assembled and labelled before the pack- 
ing of the cans began, and this procedure made the packing operation 
much simpler—the whole ration laid out on the laboratory bench 
was quite an impressive sight, though it was difficult to realize that 
it represented rations for 252 people for one day. 

The weight of 715 g. achieved in practice includes, in addition 
to water and roughage, some 8 g. of salt and 13 g. of tea. It is 
therefore considered that, for a ration which gives three normal 
meals a day, it would be virtually impossible, with the materials 
available at present, to reduce the weight of the ration further. The 
tinplate cans used and the immediate wrappings contributed some 
40 Ib. to a total of 435 Ib. gross, but this is very modest compared 
with most emergency rations, even when master containers are ex- 
cluded. The robustness of the package and the fact that it could 
be gas-packed were advantages which more than counterbalanced 
the extra weight. The only other possibility would seem to be in 
the use of light metal alloys for such a purpose. 

These types of food may be of great value for future polar 
expeditions. 
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PHYSIOLOGY AND TREATMENT OF STARVATION 
EXPERIENCES IN WAR-STARVED EUROPE 


A meeting of the Section of Medicine of the Royal Society of 
Medicine was held on May 29, under the chairmanship of 
Dr. Georrrey Evans, for a discussion on the treatment of 
starvation conditions, and in particular on the use of protein 
hydrolysate. The discussion was preceded by the projection 
of Ministry of Information films depicting conditions in the 
German concentration camps. 


Physiological Basis of Starvation Symptoms 


Dr. H. E. Macee (Ministry of Health) said that between 
1927 and 1933 he was engaged in studying the functions of 
the alimentary canal, particularly absorption by the small 
intestine, in animals. Absorption was fundamental to all the 
other nutritional processes. Failure in absorption was the 
essential lesion in starvation. Evidence pointed to progressive 
decline in the efficiency of absorption with increase of fasting 
period. Many experiments proved that deprivation of food, 
so far from increasing the functional efficiency of the epithelium 
of the small intestine, actually diminished it, also that the 
metabolic functions of the body were slowed by fasting. The 
small intestine was the great portal of entry of nutrients into 
the body, and if the essential cells of this viscus were destroyed, 
as in extreme starvation, the administration of food acted 
merely as an irritant, causing diarrhoea and dehydration. The 
aim must be the restoration of structure and function of the 
intestinal epithelium, and as this could not be done by giving 
food by mouth, suitable “ building stones” must be given by 
vein. Enough glucose must be given, preferably before the 
proteins, to cover the body's energy needs so as to prevent the 
amino-acids administered from being used up for energy pur- 
poses. Sufficient B vitamins must also be administered to 
cover oxidation of glucose. 

Loss of the protective function of the epithelium laid the 
intestine open to infection by organisms present in the food, 
and would explain the presence of ulcers so frequently found 
in persons dying of starvation. The work of Elman and others 
in the United States had shown that suitable hydrolysates could 
be used in the treatment of starvation arising out of pathological 
‘conditions which prevented the consumption, digestion, or 
absorption of food administered in the ordinary way. Dr. 
Magee had felt that this method of treatment would be of 
inestimable benefit to people suffering from acute starvation, 
though at the time this work was brought to his notice (1943) 
he had not contemplated the possibility of cases of starvation 
requiring such treatment coming to this country. He added 
that the Ministry of Health had set up emergency supplies of 
hydrolysate in Whitehall and in the regional offices for 
immediate use. 


Conditions in the Channel Islands 


Dr. Magee, who had just returned from the Channel Islands, 
said that there he saw two cases of extreme emaciation in 
adults, and these, with another case, had been evacuated to 
this country. He also saw a number of other adults, includ- 
ing German prisoners, in varying stages of recovery from 
nutritional oedema and emaciation. The history in all these 
cases was the same. As the diet became more vegetarian, and 
therefore more bulky and fibrous, the patients became increas- 
ingly unable to eat food of any sort, oedema set in, and then 
persistent diarrhoea and vomiting. In the more severe cases 
even milk was not tolerated. In some cases which came to 
operation or necropsy, volvulus of the caecum was found. 
with spastic contractions of the transverse colon, and balloon- 
ing of the part proximal to it. The large and, more rarely, 


the small intestine were thinned out to an extreme degree, and 
seemed to consist mainly of the serous coat. 
large intestine were also sometimes seen. 
The surgeons on the Islands had informed him that at first 
the perforation of peptic ulcers was relatively common, and 


Ulcers of the 


Marcel JUNE 
subinvolution of the uterus had been frequent during tym not sw 
occupation. They also said that the incidence of appendicitis intraver 
was much lower during the occupation than before jt, Since This 
the liberation the bulk of the people had been Suffering fro ow" ¢X! 
constipation, sometimes very obstinate, and the whole mediawh of 2 Tel 
profession in the Islands deplored the return to white breag § starvati 
tion, an 
Preparation of Hydrolysates day. H 
Dr. P. CUTHBERTSON (Medical Research Council) said that ig ong 
planning to treat cases of starvation it was urgent that adequatef hydroly 
protein intake should be available, or, if the ability of thf fore gi 
body to break down protein into its constituent parts werl extract 
lacking, as in advanced cases of starvation, that the liver sul 
stituent amino-acids should be at hand.. Dr. Magee and a s 
stressed the changes in the columnar epithelium in fasting, angf Amor 
it was to be supposed that the enzymes suffered a simile war det 
change, though this was not quite established, and even in th tunity ¢ 
most advanced stages of starvation it was still possible to gaff had bes 
patients to sip proteinaceous fluids and to obtain some proteigll kinds 0 
synthesis. as indi 
Interest in protein hydrolysates dated from 1913, when annular 
Henriques and Anderson carried out some experiments on acrocya 
goats, injecting into the vein of the goat a hydrolysate formed§ pellagrc 
by a pancreatic extract of goat flesh, as a result of which megaloc 
nitrogen equilibrium was achieved. Amino-acids given in th 
form of hydrolysates brought about a positive nitrogen bala 
He mentioned various methods by which hydrolysis could Dr. | 
induced in proteins: (1) Proteolytic enzymes of pork pancreas § workers 
here the longer the digestion went on the greater the propor§ Council 
tion of amino-acids. (2) Papain, a proteolytic enzyme from theg milk, ar 
melon tree ; digestion at 50° C. was rapid. (3) The acid H,S0,§ account 
splitting the protein into amino-acids, but in the course of this paid a 
development tryptophan was lost. Casein hydrolysis had algso§ courage 
been used ; its great drawback was unpalatability. must ha 
Dr. Cuthbertson demonstrated the sets as made up by they ever bec 
Protein Requirements Committee of the M.R.C. Each set ip § on the f 
cluded, besides instructions and records, ten bottles of 549 ing stati 
hydrolysate, one tin of glucose-vitamin mixture, five bottles off literally 
plasma and serum (dried), and five bottles of 10% glucose ing in whic 
pyrogen-free water. These packages were meant for the treat herself 
ment of patients too ill to sip fluids by mouth. The idea wa§ first for 
that the glucose-vitamin mixture should be given by gavage § to have 
(drip nasal feed) and the protein hydrolysate by vein. By the § such dil 
evening of the third day it was thought that the patients woud The fF 
be got on to skim milk plus glucose by mouth. The plasm hydroly: 
had proved to have considerable value; it increased thg answer 
osmotic properties of the blood, and perhaps reduced th under tl 
hunger oedema. On the other hand, if there was a consider§ had con 
abie demand by the tissues for protein, that protein might k lysate, t 
rapidly used up. In addition to the intravenous sets, unis] centratic 
were being put up for 16 complete treatments, providing 9 a the | 
grammes of hydrolysate and 50 grammes of glucose. tive nit 
standard 
A Complex Picture of Many Unknowns roy 
Dr. HuGu S. STANNUs said that protein hydrolysates had Labor 
sprung rather suddenly into prominence, and might attain t§ most pr 
unenviable position of being regarded as a cure for all § filthy co 
Associated with extreme emaciation was a marked loss of pt@§ Each flo 
tein in the tissues, and to save life the first essential was ®§ on each 
restore protein. The giving of protein hydrolysates was omy— Hot wat 
one among other methods which might be used to attain t8§ the first 
end. From 20 to 30 different amino-acids had been isolatel§ at first \ 
from animal and plant proteins; 8 to 10 were essential ®§ of cour 
human needs. Combinations of these amino-acids, in differet§ Army, v 
order or amount, with some omitted and others added, ma&§ one Eng 
an almost infinite number of different proteins possible. k supplied 
had been estimated that there were 1,600 types of protem®§ one Red 
the body of man. The amino-acids were the stones or breb§ tribution 
with which each cell built its own structure. of ill h 
The conditions in starvation, to meet which protein hyd § made on 
lysate therapy had been introduced, made a complex pictit] for the 
of many unknowns. If the patient could swallow, digest, a@§ therapy. 
absorb the requisite amount of protein this might be suppltl§ language 
in some suitable form such as reconstituted dried skim § of 700 t 
powder by mouth, or, if he could not swallow, by nasaltw®™ the “hy 
feeding ; but if he were unable to digest, then protein hy@®§ where th 
lysate should be given by mouth or by gavage, and if he 
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not swallow or digest or absorb, then resort must be made to 
ring the ‘travenous administration of protein hydrolysate. 
_— "This conception, however, had been rather shaken in his 
+ own experience when called upon to advise upon the treatment 
ng from f a repatriated prisoner of war who was in the last stages of 
tena servation, with an extreme degree of emaciation and dehydra- 
ion, and regarded by his R.M.O. as unlikely to live another 
day. He had also a Flexner infection, and the diarrhoea per- 
gsted in spite of sulphaguanidine. He had difficulty in taking 
pis milk diet. It seemed to be a case demanding intravenous 
hydrolysates, but none were available, and the man was there- 
fore given glucose-saline intravenous therapy, a crude liver 
extract parenterally, and teaspoonful feeding with powdered 
liver substituted for the milk diet. The response was dramatic, 
and a second case responded in a similar manner. 

Among the considerable number of returned prisoners of 
war detained in hospital whom Dr. Stannus had had the oppor- 
tunity of examining, the signs suggestive of protein deficiency 
had been almost universal. Many showed, in addition, all 
kinds of signs combined into mixed syndromes recognizable 
as indicative of vitamin deficiency—conjunctivitis, cheilosis, 
annular stomatitis, glossitis, change in the hair, paraesthesia, 
acrocyanosis, altered reflexes, “crazy pavement” skin, and 
pellagrous eruptions. Anaemia was common in some of the 


megalocytic type. 
Conditions at Belsen Concentration Camp 


Dr. JANET VAUGHAN, who was one of a small team of 
workers sent out at the end of April by the Medical Research 
Council to test the relative value of hydrolysates, skimmed 
milk, and serum in the treatment of starvation, gave a moving 
account of the conditions she found at Belsen camp. She first 
paid a tribute to the R.A.M.C. personnel. The amazing 
courage and gallantry of those who first went in to tackle what 
must have been one of the worst medical problems that had 
| by they ever been put up to anyone deserved high praise. There were 
» set ing on the field at the beginning a field ambulance, a casualty clear- 
of 54%§ ing station, and a mobile pathological laboratory to deal with 
ottles off literally thousands of starving and dying persons, and the way 
ucose inf in which they rose to the occasion was unbelievable. She 
he treat | herself and her colleagues arrived late in the day, after the 
dea wa first fortnight, and she would always feel it a great privilege 

gavage | t0 have seen what courage and kindliness could do in face of 

By the § such difficulties. 

s would The problem was a twofold one: to determine whether the 
plasm hydrolysates worked, and whether they were practicable. The 
sed th answer to both questions was quite definitely in the negative 
ced thf under the conditions found in the concentration camp. They 
onsider§ had compared the administration of amigen, an acid hydro- 
right bef lysate, by intravenous injection ; serum given in normal con- 
s, unis} centration and twice concentrated (because it was found that 
ding 9 at the prescribed dose they could keep no one at a posi- 
tive nitrogen balance; hydrolysate used orally, both in the 
standard dose of 50 grammes daily and in the double dose: 
os a milk mixture in the standard dose of 120 grammes 
ily. 
tes nil Laboratory conditions were good, but hospital conditions 
fain th most primitive. The hospital was a German barracks, in a 
all if filthy condition, furnished with wooden beds and straw pallets. 
of pto@ Each floor had about 100 patients. There were two water taps 
was ©§ on each floor, but sometimes no cold water for days together. 
as only} Hot water was obtained by means of a primus stove. During 
ain ths the first week candles were the only artificial light. Nursing 
isolated at first was done by the less ill women in the camp, who had, 
atial ®§ of course, no training, and by members of the Hungarian 
iffere'} Army, who performed every function under the supervision: of 
|, maétf one English sister responsible for four big blocks. Food was 
ble. B§ supplied from big central kitchens under the supervision of 
ytein BH one Red Cross worker in each kitchen. Preparation and dis- 
+ bricks tribution were relatively primitive, and the feeding of this mass 
of ill humanity was an extremely complicated problem and 
hyd § made one feel that it would be better to provide the personnel 
pict § for the distribution of food instead of carrying out elaborate 
rst, an’ therapy. The people were of all nationalities, with no common 
upplie language. Patients severely ill were admitted to the number 
mak § of 700 to 1.000 a day. They went straight to what was called 
alu § the “human laundry,” really the laundry of the barracks, 
hyde f where they were laid on tables and scrubbed by German nurses 


to remove the caked dirt and faeces of months. She and her 
colleagues would go to the laundry to pick out cases which 
they thought would be useful for their purpose. They chose 
men who were grossly emaciated, too weak to get themselves 
off the stretcher. A snap diagnosis was made, to avoid patients 
with tuberculosis or dysentery. All of them had diarrhoea and 
all had oedema of the feet. Some cases showed gross famine 
oedema. The pathological facilities did not suffice to cope 
with- 1,000 cases a day, but it was clear that although there 
was some Flexner dysentery, the majority of the cases gave no 
micro-organism. 

In the group of cases dealt with the haemoglobin level was, 
on the whole, surprisingly high considering the gross deficiency 
of the blood. The mean figure for 21 men was 66.5%. This 
included three very low figures, and one very high figure in a 
collapsed patient, and eliminating these four abnormals, the 
mean figure was 69%. 


Results with Intravenous Therapy 


Dr. Vaughan first described the results with intravenous 
therapy. Five patients were given amigen; they took it well, 
and had no reaction. Four of them did well; the fifth, with 
famine oedema, showed no improvement at all. Three patients 
had oral hydrolysate by intravenous injection; two of them 
showed no improvement, and the third was very much worse 
at the end of 2} days. This was a boy aged 18, with gross 
ascites, which became worse under treatment. It was thought 
essential to raise his plasma protein in the hope of drawing 
fluid from the tissues, and in the succeeding 24 hours he had 
two litres of twice concentrated serum, with striking improve- 
ment. Three other patients were treated with serum, and all 
did extremely well. Those with oedema improved, and among 
those who had had no oedema there was a general sense of well- 
being and increased facility in moving about. 

The workers felt no doubt that if it was possible to use 
intravenous therapy on a large scale under these conditions 
serum was preferable to hydrolysates. The theoretical ex- 
planation was that with the serum there was much more protein 
with relatively little fluid. There was danger in pushing fluid 
into these starved people. A litre of fluid given intravenously, 
together with whatever they wanted to take by mouth, was 
probably sufficient. One of the reasons why serum was likely 
to be more valuable than hydrolysates was because with the 
latter not enough could be given to bring about a positive 
balance. 

The hydrolysates given by mouth proved to be the worst 
fiasco of all. The substance had a very unpleasant flavour, and 
many patients having taken 300 c.cm. curled up and preferred 
to die rather than take any more. One or two vomited all 
that they had taken. Two took the whole amount, but with 
devastating clinical results. One man, who was most co- 
operative, on the second day of his oral hydrolysate passed at 
least half a bucketful of watery brown stool and had gross 
abdominal discomfort. An endeavour was made to give it by 
nasal drip or oral tube, but the patients regarded this as a 
new form of torture, and it was difficult to explain to them 
what it was intended to do. 

On the other hand, milk and glucose—vitamin mixture 
answered extremely well. There were not more than 5% of 
the patients at Belsen who would not take fluids by mouth. 
But it was essential to flavour the milk. Many of these 
patients had sore ulcerated mouths. Mouth washes were out 
of the question under such conditions, and milk, given for 
three days with a sore mouth, was not very satisfactory, It 
was found useful to flavour the milk with tea or coffee, but, 
of course, other flavourings might be used. Starving people 
craved not only for food but for familiar food. There was 
no difficulty in getting them to take milk, and no abdominal 
discomfort followed, but it had to be given frequently in small 
feeds, which was very difficult because of lack of nursing staff, 
and they could not help feeling that it was better to employ 
nurses to give small frequent feeds by mouth than to set up 
drips. 

Dr. Vaughan added that she was speaking only of hydro- 
lysates in the type of patient whom they had had to handle at 
Belsen. She did not mean that hydrolysates given perhaps in 
conjunction with food and under proper nursing conditions 
might not play a great part in the medicine of the future. 
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Nitrogen Balance 


Capt. J. A. F. Stevenson, R.C.A.M.C., referred to some 
nitrogen balance studies undertaken at McGill University. It 
was the experience of most workers that in the period of in- 
creased nitrogen excretion following fractures and burns, if 
the intake by mouth were increased it resulted in very little 
change in the nitrogen balance, for as the intake went up the 
output also went up, so that there was still a negative position. 
Some workers reported that they could prevent the nitrogen 
balance from falling by using protein hydrolysate intravenously, 
and accordingly various amino-acid mixtures were tried out. 
He exhibited a chart illustrating some experiments with amigen 
given intravenously to people who were healthy and well-fed 
but had sustained injury. The results went to show that amino- 
acids given by vein were treated by the body in exactly the 
same way as food given by mouth. In the ordinary case there 
was very little distinction so far as the body was concerned 
between the results of the two procedures. 

The discussion was wound up by a few remarks by Prof. 
R. B. Hawes, who said that the unhappy circumstances which 
had made this discussion significant might not be without their 
value if they taught politicians and others the importance of 
protein supply. It was Army experience that if there had been 
a low protein intake in early life, no matter how the men might 
have developed subsequently, nor how well-fed they might be, 
these people were the first to show a lowered resistance and 
to go down with pneumonia or other infection. 


Correspondence 


Inguinal Hernia 

Sir,—Dicey, in the preamble to his famous classic The Law of 
the Constitution, quotes the following remarkable passage 
written by Burke in 1791: 

* Great critics have taught us one essential rule. . . . It is this, 
that if ever we should find ourselves disposed not to admire those 
writers or artists, Livy and Virgil for instance, Raphael or Michael 
Angelo, whom all the learned had admired, not to follow our own 
fancies, but to study them until we know how and what we ought 
to admire; and if we cannot arrive at this combination of admira- 
tion with knowledge, rather to believe that we are dull, than that 
the rest of the world has been imposed on. It is as good a rule, at 
ieast, with regard to this admired constitution (of England). We 
ought to understand it according to our measure; and to venerate 
where we are not able presently to comprehend.” 


I would commend this passage to Squad. Ldr. J. B. Kinmonth, 
who, in the Journal of May 5 (p. 642), speaks disparagingly of 
the filigree operation in the treatment of inguinal hernia and 
also of the results published by Mr. Percival Cole. May I 
be allowed the courtesy of your columns to give my own 
experiences in this matter. 

Since 1938 I have carried out the filigree repair upon upwards 
of 80 cases. The filigree technique has been reserved for 
difficult cases, and the age incidence has been mainly between 
40 and 65. Most of the cases have been large inguino-scrotal 
herniae or herniae of the direct type. Herniae en glissade has 
been present in two instances. The only recurrence I have had 
has been in a member of the N.F.S. ‘who had been operated 
upon twice before elsewhere ; in this case the recurrence was 
only slight. Paradoxically speaking, I would welcome a few 
recurrences, as I am anxious to practise this side of the 
technique. Apart from this one case, no others have come to 
hand. Most of the cases have been carefully followed up, and 
every patient has been asked to report should there be any 
recurrence. I cannot agree with your correspondent that the 
recurrences and failures go elsewhere ; my experience in other 
branches of surgery has been that they do come back. In this 
connexion I well remember a member, of the staff of a teaching 
hospital, who, with characteristic candour, was wont to relate 
on his ward rounds how he left a patient with a permanent 
biliary fistula. The patient used to send him a _ postcard 
regularly every Christmas informing him that the fistula was 
working quite nicely. Most of my patients selected for the 
filigree operation have been in the middle and latter decades of 
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life. The general physique has often been poor to 
and the herniae of a type that recurrences could Safely by 
predicted if treated along standard lines. Surgically gpeaki 
my mouth waters when I contemplate a series of hernias 2 
policemen. The recurrence rate on such material, USINg the} ysed to 
filigree technique, should be infinitesimal. war the 
I have in my possession a post-mortem specimen of the right| employe 
inguinal canal and surrounding structures recently Temoved| gid pos 
from a patient aged 80 years. This specimen demonstrates 4} whereby 
filigree repair carried out by McGavin himself 30 years ago,| register 
If Squad. Ldr. Kinmonth would care to inspect this specimen if we pl 
and also some of the cases upon which I have operated | am keep hit 
sure that his conversion would be as speedy, dramatic, ang applied 
complete as was that of St. Paul in another direction Many} advantas 
years ago. I would, however, finish on an urgent note, Thig Finall 
operation is well within the scope of the average com G.P.s ca 
surgeon who is conversant with the anatomy of the inguinall need spe 
canal. This would-be operator should go to the trouble tol was set 
observe some competent surgeon employing the technique ; thel this are 
haphazard employment of filigrees or their incorrect lodg-| had to | 
ment might easily lead to recurrences, and bring this magni-| are 700 
ficent method into disrepute.—I am, etc., remain | 
W. Pickup Greenwoon, F.R.CS, |Health 
Bethnal Green Hospital (L.C.C.), London. E.2. Medical Superintendent. | Labour | 
and nov 
Surgical Lessons of War applied to Civil Practice | close do 


Sir,—In his excellent article on adapting war surgery to ciyilj °" the « 
practice Major-Gen. Ogilvie (May 5, p. 619) raises: the j Colchest 
of control in surgical practice. Regimentation and control may 
be necessary for efficiency under war and military conditio 
but it is open to question whether this is necessary in civilian} Sir,— 
surgical practice. One of our national characteristics is thel Hutton’s 
power of adaptation and improvisation, and already where the|home m 
demand has occurred the creation of special units and centres} Hutton | 
has been established without any external pressure. Centres} ments te 
for cranial surgery have been established, and most reputable provisior 
hospitals have their own fracture clinics, etc. If this specializa-}the patie 
tion is carried further to any major degree, especially under| maternit' 
pressure from any central authority, it will of necessity havelspite of 
a stultifying and inhibiting effect on the periphery. only too 

Surgeons may be “a loose association of individuals,” but) tion in t 
they hold for the most part higher surgical qualifications and In the 
have served a long and arduous apprenticeship. In my own family p 
old teaching hospital there was the example of Sir Perey! plete—ar 
Sargent and Mr. Cyril Nitch, who made brilliant contributions) nursing | 
to their own particular fields of specialty, and were equally at}continuit 
home in the field of general surgery. A surgical colleague ofjfinement, 
mine is as successful with a pneumonectomy as with an endojunknown 
scopic resection of prostate. British surgery flourishes onjAs Dr. F 
account of its sanity, breadth of vision, and sturdy commonja price i 
sense. Coerced into too narrow specialization, we shall tend] I also 
te become superlative technicians in a limited field, losing that}importan 
clinical flair for a comprehensive grasp of the patient as a whokjtioner is 
being. quite the 

The impact of American influence on British medicine must{when for 
make itself felt. While prepared to absorb much of what ijtions the 
good, it seems unnecessary to adopt entirely their mode dftive acco 
practice with its stress on specialization. British surgery has}practition 
always been in the vanguard in the past, and its general standandj! am, et 
throughout the country, I am sure, compares favourably with} sv. John’s 
and may be even better than, that practised in America and 


elsewhere.—I am, etc., ( 

ournemouth. E. P. MARKBY. Sir,—A 

eXperienc 

Home Helps and Private Nurses ~ Oc 

Sir,—I feel that the time has now come to relieve hous eighty 

wives of some of their burdens. In house after house to which the 

meth« 

one goes one finds nobody able to care for the invalid if i experienc 


invalid happens to be the housewife herself. We have bet chair criti 
pr mised on some_uncertain date in the future a system of his metho 
home helps, supplied by local authorities who will be able® combed t 
do housework when required. There is now a most 
need to start such a service. painet e: 

Furthermore, in most towns the position as regards prvaRhin nog: 
nurses is very unsatisfactory. Before the war a nurse W for instar 
on her own in a provincial town would, when she first 
to the place, call on the doctors asking for their patromr 
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moderate some “years later she would vanish, and when one sent round 
Safely be} yo her address one would be told, “She left here a year ago.” 
Speaking} Much time was wasted in this way trying to find nurses; in 
lerniae jg} fact most doctors in the Provinces who were at all near London 
USiNg thel ysed to phone up a London agency to get one. During the 
war the medical officer of health of almost every authority 
the right) employed practically every spare nurse in the district in a first- 
removed! sid post. Here in Colchester we have an excellent system 
nsttates | whereby any private nurses coming to the town are invited to 
register themselves with the M.O.H., who calls on their services 
specimen] if we phone him up. The nurses, of course, are supposed to 
keep him notified as to when they are free. This system, if 
applied to the whole of the country, would be a tremendous 
On many} advantage. 
if Finally, a system of hospitals throughout the country where 
G.P.s can attend their patients who are sick but who do not 
inguinall need specialized treatment is most urgently needed. The E.MLS. 
was set up to provide hospital services for the public, but in 
this area it seems to be collapsing. Our local hospital has just 
ect lodg}had to close 36 beds through lack of nurses, although there 
iS magni-| are 700 cases on the waiting list. Is the E.M.S. proposing to 
remain in a state of suspended animation until the National 
R.CS,, | Health Service is inaugurated? For five years the Ministry of 
endent. | Labour has had the power to direct every girl in the kingdom, 
and now we find ourselves so short of nurses that we have to 


tice | close down hospital beds. This seems to me a grave reflection 
y to civil] the capabilities of the Ministry of Labour.—I am, etc., 
the j Colchester. M. E. LaMParD. 


Institutional Maternity Service 
civilian} Sin—I am writing to give strong support to Dr. Laura 
°3 is the) Hutton’s letter (May 5, p. 639) on the need for encouraging a 
yhere thejhome maternity service. I am in full agreement with Dr. 
i centres} Hutton that the happiest and often most satisfactory confine- 
Centres} ments take place in the patient's own home, but failing the 
‘eputable| provision of enough domestic service to give peace of mind to 
decializa-| the patient | would urge the encouragement of small well-run 
ly under| maternity homes, of which there are many in existence, in 
ity havelspite of their critics. The public demand for these homes is 
only too evident- from the difficulty of obtaining accommoda- 
als,” but! tion in them. 
ions and In these homes the patient can be attended by her own 
my own family practitioner, and in this case the follow-through is com- 
ir Percy | plete—ante-natal supervision, the confinement, the care of the 
ributions| nursing mother and newborn infant. To have a break in this 
jually atjcontinuity from the seventh month until a fortnight after con- 
pague Of/finement, while the patient is under the care of a doctor 
in endojunknown to her in an institution, is psychologically unsound. 
shes on}As Dr. Hutton says, hygiene and asepsis are bought at too dear 
commonja price in cases where no difficulty is expected. 
all tend] 1 also feel that the whole question is of psychological 
sing that mportance to the doctor. It is agreed that the family pracif- 
a whok tioner is of value to the community, but it is not easy to feel 
quite the same interest and responsibility in the life of a family 
ne musjwhen for all the major events such as confinements and opera- 
what ijtions the patient is compelled (through lack of sufficient alterna- 
node offtive accommodation) to go to a hospital, where the general 
ery hasfpractitioner is only allowed to enter by invitation as a visitor — 
standardj! am, etc., 
ply with] St. John’s Wood, N.W.8. 


‘ica and 
Caudal Analgesia : A Rational Assessment 
RKBY. | Sir,—As the first folk in Great Britain to have published a*y 
experiences of caudal analgesia in obstetrics (Proc. roy. Suc. 
Med., Oct., 1944, 37, No. 12, 680) we feel concerned that such 
a weighty authority in British obstetrics as Prof. F. J. Browne 
wil should have thought fit to issue a wholesale condemnation of 
4 if the the method (May 26, p. 746). Backed as we are by a personal 
ve heap oPcTence extending over two years, we cannot allow his arm- 
stem of chair criticism to pass unchallenged. To begin with, we questian 
able his method of attack, which consists for the most part of having 
fombed the publications on the subject in order to catalogue 
all the rarest complications and presenting these as reasons 
privat ‘gainst employment of the technique. Surely few procedures 
working x medicine could stand up to so stringent a test : anaesthetics, 
st cat “ Instance, would have been given up decades ago had the 
route t anaesthetic deaths been the cause of professional panic. 


EVELYN MACLAGAN. 
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Let us survey the subject soberly and with an attempt at 
clear thinking. Caudal analgesia can be subdivided into two 
categories—that given for a specific obstetric procedure, such 
as a forceps delivery or Caesarean section, and that given solely 
for the relief of the pain of a normal labour. The former must 
be compared and contrasted with other methods of securing 
anaesthesia for forceps or Caesarean section ; the latter, on the 
other hand, must be compared with alternative techniques for 
producing adequate analgesia during parturition. All anaes- 
thetics and analgesics for forceps delivery or Caesarean section 
have definite dangers and recognized complications ; so has 
caudal analgesia. Why condemn the latter, however, and not 
the former? The alternative techniques for securing analgesia 
during normal labour also have very definite and recognized 
cisadvantages if given in doses suffic'ent to maintain adequate 
relief of pain—i.., they all tend to diminish the force of uterine 
contractions and slow down labour ; they all tend to increase 
the forceps rate; most of them depress the foetal respiratory 
centre ; and following their use there is an increased likelihood 
of post-partum haemorrhage. With caudal analgesia the first 
stage of labour remains unaffected, or, in the highly strung 
patient who fails to dilate readily, it is actually speeded up 
owing to the paralysis of the motor innervation of the cervix 
uteri—often in the most dramatic manner. Morphine and other 
analgesic drugs have killed far more babies than “ metycaine ” 
in the sacral canal has ever done, or is likely to do, but do we 
therefore condemn these drugs out of hand? Our experience 
is that the foetus is completely unaffected by caudal analgesia, 
and that cases requiring resuscitation are as few as if delivered 
without the exhibition of any form of analgesia. We have also 
found that the uterus expels the placenta in quick time—it 
retracts eagerly (even before an injection of ergometrine), and 
that haemorrhage is minimal. 

On the question of the increased incidence of forceps delivery 
it must be admitted that Prof. Browne is on safer ground, but 
even here he is guilty of an over-simplification of the issue 
which gives a distorted impression of the facts. Had he pur- 
sued his researches into the literature a little further he would 
have found that all contributors (including ourselves, whom he 
did not quote) lay emphasis upon the disparity between the 
behaviour of primigravidae and multiparae upon entering the 
second stage under caudal analgesia. Z/tf is the former group 
alone which is responsible for the increased forceps rate ; multi- 
parae nearly all deliver themselves spontaneously. In our pre- 
vious publication we concluded that caudal analgesia was not 
suitable for the relief of pain in the second stage in the norma! 
primigravidae because of this increased tendency of forceps 
delivery. Before condemning the method in primigravidae, 
however, it is only fair to take into account the increased forceps 
rate under any form of adequate analgesia ; to do otherwise is 
to think dishonestly or with prejudice. To overcome this dis- 
advantage we are, at the moment, experimenting with a new 
technique in which caudal analgesia is discontinued during the 
second stage in primigravidae and an alternative substituted 
until the head is almost crowned, when caudal analgesia is 
resumed or gas-and-oxygen given; in this manner the patient 
has several hours of complete relief from pain and is this 
enabled to cope with the second stage without having become 
half exhausted en route. Surely this is an intelligent me.hoJ 
of overcoming the difficulty ! 

Limitations of space prevent all but the briefest comments 
on the remaining criticisms. To begin with, how many women 
in the second stage are able to empty their bladders spon- 
taneously ? We seem to remember that a full bladder is a 
well-recognized cause of delay in the second stage of labour, 
and, when it is, the bladder certainly cannot be voided volun- 
tarily, even in the Garden of Eden! True, there is a small 
risk of infection during caudal analgesia, but there is also a 
risk of pneumonia from inhaling vomit during gas-and-oxygen 
analgesia ; yet, again, no one dreams of condemning gas-and- 
oxygen on this account. There is some risk of infection even 
at the sight of injection in doing Caesarean sections under local 
analgesia. When cases of Caesarean section are quoted with 
lowered blood pressures of 60/40 for periods up to 3/4 hour 
we can only ask why on earth the patient was not given an 
injection of pholedrine (“ veritol”), or “ neo-synephrin,” either 
intravenously or intramuscularly—the latter no more difficult to 
give than ergometrine. Incidentally this fall in blood pressure 
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is the only way in which the foetus can possibly be affected by 
caudal analgesia ; and Hingson and Edwards take blood pres- 
sures every 1/4 hour as a precautionary measure. They also test 
the height of skin analgesia at the same time, which should never 
be allowed to reach higher than the umbilicus; under these 
conditions a fall of blood pressure is unlikely or, if present, is 
immediately remediable. 

Prof. Browne has endeavoured to divorce the method per se 
from the skill and judgment of those administering it, an 
impossible procedure when discussing medical technique or 
treatments. He claims—quite rightly—that the “ ideal analgesia 
in childbirth should be safe for mother and child.” But how 
would he define the word “safe”? If by safe he means fool- 
proof then his condemnation of caudal analgesia is justified 
and reasonable ; but then no method of analgesia is foolproof 
(again, has he never heard of a foetal fatality following the 
use of morphine analgesia ?), and to be consistent he should 
eschew all forms of analgesia, a policy to which we can hardly 
believe he would subscribe. If, however, by safe he means 
relatively safe then he automatically implies some degree of 
judgment and skill on the part of the administrator—judgment 
to pursue, modify, or even withhold the method according to 
the exigencies of the circumstances and skill to avoid its com- 
plications. It is on this very degree of skill and judgment that 
the safety or otherwise of the method depends ; neither can be 
gained without personal experience, nor can any criticism carry 
full weight unless the critic is himself personally acquainted 
with the method under discussion.—We are, etc., 

J. H. Peer, F.R.C.O.G., 


Gynaccological and Obstetric 
King’s College Hospital. 


A. H. Gatey, D.A., 
Temporary Demonstrator in Anaesthetics, 
Hospital. 


London, W.1. 


Women in Labour 


Stir,—This correspondence shows a healthy sign of an 
awakening conscience that all is far from well in the conduct 
of-our confinements. It is somewhat startling that almost a 
century after the introduction of chloroform—still an excellent 
drug—despite the startling advances in the art of anaesthesia 
in recent years, the over-all standard of analgesia and anaesthesia 
in labour should be so pitifully low. It would even appear 
that a lazy acceptance of the “curse of Eve” blinds us to the 
suffering of a woman in labour, but not if she requires incision 
of an abscess or extraction of a tooth. 

It is also a disturbing thought that in other aspects of mid- 
wifery there should be a similar tardy and reluctant attitude 
to avail ourselves of the magnificent advances in medicine 
generally. Wearing masks has only recently become general, 
if indeed it is so; x-ray examination is still somewhat of a 
novelty ; x-ray pelvimetry a rather exceptional event. And it 
would be an easy task to count the number of doctors who 
could lay their hands quickly on a supply of plasma and a 
giving-set when faced with a severe P.P.H. in the home. It is 
high time we asked ourselves, “ Why this lag in just one branch 
of our art? We are accustomed to use all the new drugs and 
methods of investigation in other cases; why alone in mid- 
wifery is there this stasis?” 

And why do the regulations of the Central Midwives Board 
refuse to allow a midwife to administer nitrous oxide and air 
unless she is accompanied by a trained assistant nurse? The 
Minnett is absolutely foolproof; it just can’t give too much. 
Our midwives have the apparatus, have been trained, but 
because they just can't raise another midwife or nurse to take 
along to the case they must not use the machine. Surely this 
ruling is entirely out of date? Admitted, unless the patient 
can afford the services of an expert in anaesthesia for the entire 
duration of labour the ideal method is still to be found. But 
a simple technique and a safe one for the midwife would be 
pot. bromide and chloral at the beginning, repeated if neces- 
sary ; gas-and-air when the patient begins to be uncomfortable, 
not when she is really up against it; and at this stage a hypo- 
dermic of pethidine 100 mg. In my own practice delivery of 
the head is usually done under light chloroform, and for any 
instrumental procedure in the home it is still the ideal drug.— 


I am, etc., 
Oakham. GorDON PuRDY. 


Sir,—May I protest strongly against the wholesale confer 
tion of the attitude of midwives in general towards women j 
labour as expressed recently in your columns. Some of You 
correspondents have had the most unfortunate contacts during 
their midwifery training, and one hopes that with more ¢. 
perience they will get a wider field of vision and not g ’ 
from such short observation. One must realize that there are 
unpleasant and inefficient individuals in every profession but 
that these are not representative of the whole. To counteract 
the impression left on some readers by the narration of your 
correspondents’ sad experiences I feel bound to say that jp the 
large Edinburgh maternity hospital where I trained such yp. 
kindnesses and inefficiencies as are instanced by them would 
not have been tolerated for one moment, nor have I since me 
the attitude they exemplify in my work in midwifery instity. 
tions. I have no reason to believe that the Edinburgh attitude 
of compassion and courtesy—taught alike to students, doctors, 
and nurses—and the unforgettable kindness shown to me by 
the complete staff in the English hospital where I myself had 
two babies, are unique. 

The answer to Dr. Angela Hefferman’s question (May 2% 
p. 748): “Why do all women of the higher income levels 
employ doctors rather than midwives for their confinements?” 
is, obviously, as she will in time discover, that almost all women 
of whatever income level employ a midwife in any case. They 
realize from acquaintances if it is to be their first confinement 
and from experience if other than the first, that when one js 
in labour one craves and appreciates tremendously the comfort 
and reassurance of a woman and an experienced midwife, 
although one may engage a doctor in case an emergency beyond 
the scope of a midwife should arise, as well as to ensure 
“whiff of chloroform” at the end. 

Would it appear malicious to add, in reply to the implication 
that the control of the Central Midwives Board is responsible 
for the continuance of the suffering of “the great majority of 
women,” that if and when midwifery does come completely 
under the control of the medical profession women may still 
suffer during labour? And not, I hasten to add, through 
negligence on the part of the medical profession. 

To conclude, it is to be hoped that your correspondents wil 
soon meet with the usual type of midwife, the woman whos 
heart is in her work, her interest including the relief of he 
patient's pain whether due to actual physical causes or nervou 
tension, and whose sympathy, understanding, and skill enable 
the labourer to carry through with an otherwise unendurable 
task.—I am, etc., JANET Lack. 


Sir,—I should like to reply to some of the statements made 
in recent issues of the Journal on women in labour. Sud 
remarks as “ the callous attitude of the midwives to women 
labour"; “ midwives are particularly unkind to the nervow 
patient with a rigid os”; and “during the London ‘biit’ 
women who remained in town had to have their babies at hom 
as the maternity wards were closed” surely were made ¥j 
someone who knows little about midwifery and less aboul 
midwives. 

During the London “ blitz” I was night sister in charge 0 
fifty maternity beds, which were usually full, at one of t 
largest London maternity hospitals. I speak as a midwife 
has been practising a number of years, including the teaching 
of medical students. Sedatives and gas-and-air analgesia at 
given routinely to all patients as necessary in the wards I har 
known. It is due to old-fashioned ideas and medical prejudie 
that midwives are not allowed to give any drug stronger tha 
pot. brom. and chloral, or an opium pill which contains 1/108. 
morphine, without a doctor’s written prescription. We kn 
that women in labour have to suffer at times owing to short 
of staff ; enough has been said of this in the medical and ly 
press. 
Finally, even “women of higher income levels ” “are left® 
the care of midwives as neither the hundred-guineas obstelt 
cian nor the general practitioner has the time to wait 
until “the head is on the perineum.” Your corres 
who cries out for the time when all women in labour will @ 
under control of the medical profession will have to wait# 
long time when one considers that more than 76% of # 
births in this country are dealt with by midwives.—I am, @& 


South London Hospital, S.W.4. Nora K. Keitt 
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Ondemn, Sin, —My attention has been drawn to the correspondence in 
women ; the Journal on the subject of women in labour. While 1 am 
¢ of you in sympathy with those who deplore the neglect to maintain 
cts during efficiently gas-and-air apparatus and the failure to train mid- 
MOre ef-4 vives adequately in its use, I feel that the essentials of the 
Seneralize} .-oblem have been missed. I am convinced that a woman does 
there aref ot need an anaesthetic for a normal labour, but I know also 
SiON, but how fear of the unknown can turn the uncomfortable sensa- 
Ounteractt sions of labour into pain. Surely it is in the training of women 
1 of your for labour that the answer lies. 

hat in the My first baby was born during the last fortnight. My labour 
such up. lasted nineteen hours, and although | experienced discomfort 
m would particularly at the end of the first stage, | did not suffer any- 
Since met thing | should describe as pain, and did not feel the need for 
Y institu an analgesic. The second stage 1 found hard work, but de- 
n attitude rived great satisfaction from being able to hasten my baby's 
, doctor| arrival by my own efforts. My doctor advised me to use the 
© me byf pas-and-air apparatus for the delivery of the head to prevent 
yself hadi my pushing too hard. 1 found this very helpful, not because 
| was experiencing pain but because by concentrating my atten- 
(May 2%6F sion on breathing deeply 1 was able to control the desire 
ne levels} ;., push and thus avoided the alarming feeling of “ splitting.” 
ements?"— | should have felt | had missed a great experience had I been 
ll women} unconscious when my baby arrived. I was thrilled to hold 
her in my arms when only half a minute old. 

I am a qualified physiotherapist, and therefore had some 
advantage in realizing the importance of preparatory exercises, 
comfort controlled breathing, and relaxation, but I have had no ex- 
midwife, perience of midwifery, and consider that the most important 
y beyondl factor in making my labour a thrilling and satisfying experience, 
sure {hel instead of a painful operation, was my ante-natal education. 
_ . [| This was not elaborate, and consisted of nothing more than 
Plication making clear to me the processes of pregnancy and labour, 
ponsiblel and the part | would have to play in them. Any doubts and 


jority off fears 1 had, born of my own ignorance and the harrowing . 


mpletely§ tales of friends and relations, were allayed by frank answers to 
may my questions. Doctors are, unwittingly perhaps, insulting the 
women they make the passive sufferers of a mystical ordeal of 
Nature. Give us, not the magic black-out from fear and tor- 
ents willl ment, but the knowledge and the confidence to deal with them 
whos ourselves.—I am, etc., 


Jean Sutton, C.S.P. 
enable 
ndurable Obstetric “ Specialism ” 


LACK. Sik,—In the Annual Report of Council, 1944-5 (Supplement, 
May 12, p. 82), it is stated that the Report on a National 

its made Maternity Service by the Royal College of Obstetricians and 
| “4 Gynaecologists “ includes a proviso that the general practitioner 
omen @i who desires to undertake midwifery must have special ex- 
nervowl perience.” These self-appointed “Fellows” have an extra- 
blit ordinary opinion of themselves, but, their heads befogged in a 


at cloud of self-adulation, they fail to realize that their “ proviso ” 
is a grave indictment upon their own capacity both as teachers 

$ abou of obstetrics and as practical obstetricians. 
j Carrying their advice into other spheres of medicine we 
 ; “should soon have our Royal Colleges of Surgeons advising that 


, before a general practitioner would be allowed to diagnose the 
ife | cause of a child's sore belly he must have special experience! 
tea Which is the more difficult, to carry out an ante-natal examina- 
esia 48 tion, a confinement, a post-natal examination, and decide when 
5 I . a case requires special hospital treatment, or to diagnose, in an 
re) infant, whether a sore belly is due to cystitis, obstruction, 
ger appendicitis, pneumonia, otitis media, or wrong feeding, and 
1/108 come to a decision rapidly enough to save a life? 
e In my opinion it would be a good thing if many of these 
shortage * Fellows spent two or three years under the supervision of 
4 competent G.P. before being permitted to proceed to hospital 
for special experience and special training, and, further, a 
general practitioner should be a co-examiner at every obstetrical 
fXamination for ordinary degrees, higher qualifications, and 
under the Central Midwives Board. I wonder how many self- 
styled obstetric specialists know anything of normal. labour. 
a How many of them, since their student days, have watched a 
tt Maternity case from beginning to end or seen hundreds of such 
cases as | and many of my colleagues have? We would have 
m, our women less fearful of labour than they are to-day, and less 
interference of labour carried on by the methods devised by 
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God, if many of our obstetric specialists knew more about 
normal labour. Women of to-day would face labour as their 
mothers did, without fear, and full of joyful anticipation, and 
little, if any, post-natal suffering. What is this “ special ex- 
perience"? Possibly watching a variety of specialists carrying 
out a variety of episiotomies ; possibly watching a variety of 
women in labour being subjected to a variety of anaesthetics— 
general, local, intravenous, and intrathecal—and a variety of 
stillborn infants make their appearance into the world ; possibly 
viewing a variety of means of inducing premature labour with 
callous indifference for infant life, for conditions quite capable 
of being treated by simple common-sense medical means. One 
would, of course, view a variety of Caesarean sections, and 
picture on occasion the puzzled glow on the specialist's counten- 
ance as he wondered whether there was an ovarian cyst lurking 
in the background, the cold sweat pouring off his brow at the 
thought that he had removed the baby before the cyst. 

Yes, there is a place for the obstetric specialist, a very vital 
place, though he makes just as many errors of diagnosis and 
judgment as the genera! practitioner, and he would be a fool if 
he did not; but there is no place for this driving women into 
ante-natal hysterics, irrational operative procedures, and break- 
ing down the very foundations of home life by this constant 
specialist barking ; this driving women to hospital, and a for- 
getting that midwifery, if it calls for our best judgment and 
common sense, is that department of medicine where diagnosis 
is easiest, and we can help our women in the vast majority of 
cases, by the simplest means in the world.—I am, etc., 

Tain. E. K. MAcKkENZIE. 


Adrenalectomy in Paranoid Psychosis 

Sin,—The further development of the case of psychosis 
treated by adrenalectomy, reported by Dr. Clifford Allen and 
Mr. L. R. Broster in the Journal of May 19 (p. 696), may be of 
interest. 

The patient's physical condition has hardly been influenced 
by the operation. Though her voice has become higher her 
body up to the waist is still covered with thick and coarse hair, 
she has a vertical distribution of pubic hair, and has to 
shave her face frequently. During the first few months after 
adrenalectomy her thinking was retarded, she was easily tired, 
and complained of inability to concentrate and of lack of 
initiative. She was greatly distressed about this condition, and 


wondered whether she would ever get well. She found it - 


difficult and embarrassing to meet people as she could not con- 
verse with them. She gained 7 Ib. in weight. From the 4th 
to the 7th month after the operation stie was given 2.5-5 mg. 
benzedrine and, for periods of 3 to 4 weeks, thyroid er. 2 daily. 
Gradually she lost her excessive weight, became more self- 
confident and sociable, and was able to resume normal house- 
hold and social activities. Eventually she took up regular duties 
at a Forces’ canteen. 

With regard to her mental state the operation has proved a 
complete success so far. She has lost all psychotic symptoms 
and homosexual leanings, her habits have become feminine 
again, and she dresses with care and smokes little. In addition, 
the claustrophobia, the facial tic, and the occasional stammering 
which preceded the psychosis for at least seven years have 
disappeared. She is now three months pregnant and looks 
forward to having a child.—1I am, etc., 

Manchester. Leo WISLICKI, 


Tuberculosis of the Lower Lobe 


Sir,—I am grateful to Dr. George Luntz for calling attention 
in his letter (May 26, p. 747) to.a passage in my article on the 
above subject in which I referred to the use of pneumo- 
peritoneum. I agree with Dr. Luntz and the authors he quotes 
that diaphragmatic paralysis is generally more efficient with 
lesions of the lower and upper lobe than in ‘the middle lobe, 
and [ regret that the disputed passage gave the impression, 
which I did not mean to convey, that phrenic paralysis followed 
by pneumoperitoneum was particularly valuable in mid- and 
lower-lobe lesions. 

At the same time I would like to point out that my article 
was dealing with the lower lobe, and the passing reference to 
middle-lobe cavities was not intended to be taken as a defini- 
tive conclusion. I can only say that though the number of 
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middle-lobe cavities I have so far treated by phrenic paralysis 
and pneumoperitoneum is comparatively few, this treatment 
has been successful in a sufficient number of cases to warrant 
its trial when artificial pneumothorax fails ——I am, etc., 

R. C. Cowen, M.D. 


Essex County Hospital, Braintree. 


Shall We Nationalize Medicine ?. 


Sir,—The letter from Dr. Dakin (May 19, p. 715) is, in my 
opinion, one of the most sensible of the numerous letters written 
on the subject of a national medical service. Dr. Dakin rightly 
stresses the importance of conducting professional work away 
from the home. The difficulty of obtaining adequate domestic 
help before the war was acute and may even be more so after 
the war. The shortage of domestic workers may render prac- 
tice from health centres almost essential if doctors and their 
wives, especially the latter, are to lead lives of reasonable 
comfort free from intolerable drudgery. 

Whereas it would be undesirable to curb a doctor’s poten- 
tialities by unduly restricting the size of his practice, there is 
obviously a limit to the number of patients to whom he can 
give adequate attention, this number depending on the type of 
practice, urban or rural. Further, if the whole population is 
tc be insured the option suggested of permitting patients to 
make their own private arrangements for medical treatment 
matters little to the doctor. What certainly does matter is the 
capitation fee, for if this is adequate it may well be that in the 


‘average practice the practitioner may prefer all his patients on 


his insured list. With a basic capitation fee of, say, £1 a practi- 
tioner would probably obtain a greater net income than from 
a practice composed partly of private patients with expenses 
in connexion with drugs, dispensing, etc. 

I agree with Dr. Dakin that it is lamentable that conditions 
in practice nowadays are such that many doctors, especially the 
single-handed ones, have to work unreasonable hours making 
undue demands on their physical and mental powers. This 
pernicious state of affairs could be rectified by practice from 
health centres, in which more or less regular hours of work 
could be arranged, with rotas for night work and holidays for 
all. Those doctors referred to by Dr. Dakin who feel they are 
not true to their calling unless always on duty could gratify 
their desires to the full, for in each centre there would be a 
fair proportion of doctors who like, and feel entitled to, recrea- 
tion at the end of an exacting working day. Under a national 
medical service with practice divested of much of its competi- 
tive character, it would be interesting.to observe whether the 
zest for work and day and night devotion to duty of some 


doctors would continue unabated, or would decline with the 


curtailment of income which would occur in some instances.— 
I am, etc., 


Hornsea. L. FRENCH. 


Flour in the Loaf 


Sir,—Sir Ernest Graham-Little, having been shown to be 
completely wrong in his statement that the germ of imported 
wheat is removed in the country of origin before importation 
to this country, now brings forward another suggestion in his 
letter (May 26, p. 750). This suggestion is that the majority 
of the cereals imported is in the form of white flour (germ 
removed), so that the amount of germ imported via wheat is 
small. Again, Sir Ernest Graham-Little is, as is so often the 
case, entirely wrong as to his facts. The majority of imported 
cereals is in the form of wheat, from which, as he now knows, 
the germ has not been removed. This is clearly seen from 
the fact that the present miller’s grist in this country for the 
manufacture of flour for bread-making is approximately 40% 
English wheat and 60% imported wheat (mainly Manitoba). 
The imported fiour (germ removed) added is less than 20%, so 
that, contrary to what Sir Ernest Graham-Little states, there 
is about three times as much wheat imported as flour. The 
correctness of these statements can be easily confirmed by 
inquiry at the Ministry of Food. It is unfortunate that 
Sir Ernést Graham-Little does not trouble to get his facts 
correct and gives publicity to statements which are incorrect 
and hence misleading. 

I purposely refrained from entering into controversial matters 
and have merely restricted myself to showing that statements, 
on which certain arguments are based, are incorrect in fact. 


‘irrelevant to the point under discussion. Careful scrutiny re 


Hence I do not propose to carry on this correspondence. H 
ever, perhaps I might be permitted to make the fol} rs 
observations. 

Sir Ernest Graham-Little says (May 26, p. 750): “] think 
Dr. Kent-Jones is likely to hear from the makers of biscuits 


whose product is thus revealed as consisting, like the Pre-War CAR 
bread, almost entirely of starch!” My experience of biscuit Ave regre 
manufacturers is that the majority of them are not likely to . L 
be at all perturbed by my statement of fact concerning the 2 pues 
destruction of B, in biscuits, but they will know that the claim djs home 
that biscuits merely contain starch is another example of Sir * his pr 
Ernest Graham-Little’s misstatements. Biscuits contain, besides ‘hich his 


starch, protein and fats and other nutrients. 

Sir Ernest Graham-Little further states: “It may profitably 
be noted that Russian soldiers have won their resoundip 
victories on a diet mainly composed of whole-grain bread” 
This interesting observation can scarcely be considered as a 
serious argument. If it is, then one must also remember the 
great victories gained by the American soldiers who received 
enriched white bread. Also, readers may like to remember that 
the youth of Great Britain, bred on white bread, whatever its 
defects, fought and won two major wars in the last twenty-five 
years.—I am, etc., 

Ealing, W.S5. 
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D. W. KEnt-Jones, 


Sir,—Sir Ernest Graham-Little, having been shown to be 
factually inaccurate on every major point he attempted to make, 
now retires behind a smokescreen (May 26, p. 750). His argu- 
ment now is “ that it is against the interests of the public... 
to divert one penny-weight [of wheat germ] to any purpose 
other than the provision of the most nutritive national Joaf 
that science can devise.” The only purpose for which germ 
(in the form of milling offals) can be diverted from the national 
loaf is for stock feeding purposes, a fact of which Sir Ernest 
Graham-Little is well aware. The rest of his letter is therefore 


veals, indeed, that he does not—because he cannot—contradict 
my statement (supported as it is by numerous Hansard refer- 
ences) that “ not one flake or particle of Bemax is derived from 
flour either intended to be or actually used for bread-making” 
This is my point and on that I rest.—I am, etc., 


H. C. H. Graves, 


Chairman and Managing Director, 
London, W.6. Vitamins, Limited. better \ 
This correspondence is now closed.—Ed., B.MJ. 
Civilian Jobs for Medical “ Other Ranks” ome 
Sir,—Many medical practitioners must have had the er 
perience during these war years of working with Regimental 
and Medical Corps N.C.O.s and orderlies, and found them, J. s 
“ unskilled,” most efficient. Are these men now to be retumed # Dr. Jo 
to their forges, shops, and ploughs, and so lose the training Hospital, 1 
they have acquired and also be a complete loss to our profes He j ” 
sion, or can we offer them reasonable employment at reasonable Sheffiel 4 
wages? Could some of them not administer our, small gictinoui 
hospitals, or if “ rehabilitation ” is to increase vastly is this not Bx only ho 
the man-power—and many being ex-bandsmen have an addi fut also hor 
tional musical knowledge—which we must seize? If any Port time h 
organization exists for the absorption of these people can it ndent. In 
not be given wider publicity so that those of us still in a position ical a 
to direct may be able to give the correct directions?—I am, ett, * veal 
Helensburg, Dumbartoxshire. McD. GLENNIE, fonsidered 
: he first eigh 
wp 
hospit 
The Services Mary's, 
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ospital serv 

The following appointments and award have been made in recogtt F ber of t 

tion of gallant and distinguished services in Italy: oa 

O.B.E. (Military Division) —Cols. K. A. Hunter, G. A. ; 

and H. G. Young, D.S.O., M.C.; Lieut.-Col. W. L. Coke; and ards this 

Major D. A. Young, R.C.A.M.C. ath the go 

M.C.—Major (Acting) D. W. McCullough, R.C.A.M.C. first-fruit 
medic 

CASUALTIES IN THE MEDICAL SERVICES Sues 

Missing, presumed killed—Surg. Lieut.-Cmdr. Ronald Bysiotherap 
Pparatus, 


Dingwall, O.B.E., R.N. 
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OBITUARY 


Obituary 


CARLTON OLDFIELD, M_.D., F.R.C.P., F.R.C.S. 


We regret to announce that Mr. Carlton Oldfield, the well- 

wn Leeds consultant and former professor of obstetrics 
4 gynaecology in the University of Leeds, died on May 27 at 
is home, Moor House, Harewood, aged 74. Almost the whole 
professional life. was spent in the Leeds district, with 
hich his family has had a long association. 

A student of the Leeds School of Medicine, Carlton Oldfield 
me to London to take the English Conjoint Diplomas in 
993, graduated M.B., B.S.Lond. two years later, and proceeded 

D. in 1905 after holding a succession of junior posts. He 
ame a Fellow of the Royal College of Surgeons of England in 
999 and was elected a Fellow of the Royal College of Physi- 
tans of London in 1928. Before his appointment to the staff of 
¢ General Infirmary at Leeds as honorary gynaecological 
urgeon he had been surgeon to the Leeds Maternity Hospital 
nd to the Leeds Hospital for Women, and he was also visiting 
ynaecologist to the Batley and District Hospital, the Dewsbury 
eneral Infirmary, the Wakefield Clayton Hospital, the Skipton 
nd District Hospital, and the Coronation Cottage Hospital at 
Ikiey. In 1919 he succeeded the late Prof. J. B. Hellier in 
e chair of obstetrics and gynaecology at Leeds University 
nd held the professorship until 1932. He retired from active 
ractice in 1939. He had examined for some years in his sub- 
pct at the University of Oxford, and was a past president of 

North of England Obstetrical and Gynaecological Society. 

1929 he revised Herman’s standard work Difficult Labour 
or its seventh edition ; he wrote the article on septic infections 
ot Eden and Lockyer’s New System of Gynaecology, and 
iontributed papers to this and other journals. 

Mr. Oldfield joined the British Medical Association in 1897 
nd was honorary secretary of the Section of Gynaecology and 
Dbstetrics at the Annual Meeting held in London in 1910; he 
as also for many years a member of the Leeds and West 
iding Medico-Chirurgical Society and a Fellow of the Royal 
ociety of Medicine. Throughout his career as teacher and 
pnsuitant he took a warm interest in the advancement of 
ounger members of the hospital staff and in the promotion 
better welfare and working conditions for the nurses. He 
raves a widow, two sons, and two daughters ; one son is Major 
ichael Oldfield, F.R.C.S., now serving abroad with the 
A.M.C., who in civilian life is assistant surgeon to the 
neral Infirmary at Leeds. 


JOHN DICK, M.B., D.P.H. 


J. J. J. sends the following appreciation of the life and work 
Dr. John Dick, medical superintendent of St. James’s 
ospital, Leeds, from 1926 to 1945, 


He joined the staf of Firvale—now the City General Hospital— 
Sheffield where, under the efficient tutelage of Dr. James Clark, 
§ distinguished medical superintendent, also a Scot, he learned 
% only how to apply the knowiedge he had acquired in Edinburgh 
t also how to administer a large hospital, and in a comparatively 
ort time he was promoted to the post of deputy medical superin- 
adent. In 1926 Dr. James Allan, the venerable and well-loved 
dical superintendent of St. James’s Hospital in Leeds, retired, 
id out of a large number of applicants Dr. Dick was chosen to 
ll the vacancy. He was then only 32 years of age, which was 
sidered young for the holder of such an onerous post. For 
he first eight years of his service in Leeds he was an officer of the 
ublic Assistance Committee, and it was not until 1934, when the 
¢ hospitals under the control of that committee—St. James’s, 
Mary's, and St. George’s—under powers conferred by the Local 
povernment Act of 1929, were appropriated as part of the general 
spital service of the city, that he was transferred and became a 
ber of the staff of the Public Health Department. 
From the outset of his public life his desire was to see St. James's 
Ospital in the first rank not alone of municipal general hospitals 
ut of all, including the most up-to-date voluntary hospitals, and 
Wards this goal he strove with might and main. At the time of his 
tath the goal was in sight, and he had the satisfaction of seeing 
first-fruits of his labours beginning to appear. He reorganized 
medical and nursing staffs, modernized and re-equipped the 
ards, built new operating theatres, pathological, radiological, and 
ysiotherapy blocks, and installed new x-ray and electrical 
Paratus. For the nurses, whose comfort and welfare lay very 


close to his heart, he provided extended and improved accommoda- 
tion for living, dining, and recreation, and to assist them in their 
studies and preparation for their examinations a complete and up-to- 
date school of instruction. What he did for St. James’s he did in 
a minor degree for the other hospitals under his care. At St. Mary’s 
Infirmary in particular out of a block that had become obsolete he 
fashioned and equipped on modern lines a matérnity unit. Acutely 


_ alive to the social implications of disease, he was instrumental in 


establishing an almoner’s’ department with a staff of trained and 
qualified almoners to serve all the hospitals in the group. 

Perhaps his greatest work, however, lay in his linking up of 
St. James’s Hospital with the General Infirmary at Leeds and the 
other voluntary hospitals in the city. With skill and tact—for at 
the’ inception of the idea there was suspicion on both sides—he 
overcame opposition and succeeded in bringing the two systems 
together and interweaving them in such a way as to form a useful 
and valuable combination. In furiherance of this policy of friendly 
co-operation he built up a staff of visiting specialists who, in the 
main, were the same as those attached to the General Infirmary at 
Leeds and teaching school, thus taking the first step towards the 
identification of St. James’s Hospital with the Leeds School of 
Medicine in the teaching of undergraduates. That St. James's 
Hospital should one day become a teaching hospital and enter the 
ambit of the Leeds University was one of his dreams which may 
be nearer fulfikment than even he at the time of his death realized. 
The formation of a Joint Hospitals Advisory Committee, with which 
he was intimately associated, was another step in the same direction. 

The last, and not the least important, of his achievements was the 
taking over from the Public Assistance Committee in April, 1944, of 
the buildings known as North Lodge, which adjoin St. James's 
Hospital, and their appropriation for hospital purposes, thus raising 
the number of beds in the combined hospitals (North to South) to 
1,800, which makes it the largest general hospital in England. 
Plans for adaptation of the newly acquired buildings have been 
approved and part of the work has been carried out, but the com- 
pletion of the scheme will occupy many months. Though the author 
of these plans and proposals will not see them come to fruition, the 
hospital when complete will be another monument to his foresight 
and enterprise. This addition to the territory under his control made 
it necessary to share the responsibility for the management of the 
hospitals with another medical superintendent. The hospitals were 
split into two groups—an inner, consisting of St. James’s Hospital 
(North and South), and an outer, of the other hospitals, now increased 
to three. While retaining the medical superintendency of the inner 
group he continued to exercise a general supervision over the whole, 
under the title of Medical Director of General Municipal Hospitals. 
The burden resting upon his shoulders, at no time light, was greatly 
enhanced by the war. He was called upon not only to arrange for 
the protection of the hospitals from air attack but also to ensure 
their proper staffing and maintenance under the most trying condi- 
tions. St. James’s became an E.M.S. Hospital and was adapted to 
deal with civilian as well as military casualties, while within it there 
was incorporated a special unit for injuries of the face and jaw, 
the only one of its kind in the region. For a short period at the 
beginning of the war he was lent to the Ministry of Health to help 
in the planning and development of a hospital system for the North- 
East region. 

Nineteen years in the normal span of human life and experience 
is not a long time, but when those years are packed with high 
endeavour and great achievement they make history. What Dr. Dick 
wrought for the advancement of medical science during the nineteen 
years of his superintendency will form an outstanding chapter in 
the history of the hospital service of Leeds. In his home life he 
was fortunate too. If he had given much to St. James's Hospital 
it did not deal niggardly with him, for it ‘gave him a wife. In 
Mrs. Dick he had one who not only loved and sympathized but 
who knew and understood the weight of responsibility he had to 
carry, and was therefore able to render the help he so much needed, 
especially during the anxicus days of the early part of the war. 
In the turmoil of life his home was an oasis where he found refresh- 
ment, encouragement, and hope. When death came it found him 
as he would have wished it to find him, at his post surrounded by 
familiar scenes and sounds and faces in the midst of the institution 
he knew and loved so well and for which he had laboured so 
assiduously, so faithfully, and so long. 


Dr. THoMas Dixon Topp died at Wath-on-Dearne on May 23. 
Before studying medicine“he had been a schoolmaster, and for 
eleven years was senior languages master at Mansfield Grammar 
School. He qualified M.B., B.S.Durham in 1939, and after a 
period at Darlington and Ollerton settled in practice at Wath- 
on-Dearne four years ago. While of a retiring disposition, 
those who were privileged with his confidence and friendship 
realized his innate courage clothed with gentleness, his inherent 
steadfastness concealed under a never-failing courtesy and regard 
for others. He was held in high esteem by his colleagues and 
patients, and his untimely death is a grievous loss to the district. 
Deep sympathy is extended to his nearest and dearest.—I. C. 
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Universities and Colleges 


UNIVERSITY OF OXFORD 

In Convocation on-May 29 it was resolved to confer the honorary 
degree of D.Sc. on Hubert Maitland Turnbull, M.D., F.R.S., 
F.R.C.P., Professor of Morbid Anatomy in the University of London. - 

Charles Garrett Phillips, B.M., B.Ch., has been elected to an 
official Fellowship as Lecturer in Physiology at Trinity College. 
Miss Celia K. Westropp, D.M., has been appointed to a Tutorship 
in Natural Science at Lady Margaret Hall. 


UNIVERSITY OF LONDON 
. London School of Hygiene and Tropical Medicine 

At the end of the present session Prof. Major Greenwood, F.R.S., 
retires from the Chair of Epidemiology and Vital Statistics at the 
London School of Hygiene and Tropical Medicine under the age 
limit. Owing to a change in the distribution of teaching and steady 
increase in the volume of research work and teaching within the 
field of medical statistics, the title of the chair has been changed to 
that of Medical Statistics. Mr A. Bradford Hill, D.Sc., Ph.D., 
Reader in Medical Statistics in the University since 1933, has been 
appointed to fill the vacancy. The Senate has conferred upon the 
retiring professor the title of Professor Emeritus in Epidemiology 
and Vital Statistics in the University of London. 


UNIVERSITY OF MANCHESTER 

At the meeting of the University Court on May 30 Sir John 
Stopford, the Vice-Chancellor, gave a general survey, in which he 
said that by December the University would be virtually “ un- 
wound ” except for certain controls with regard to the admission 
of students and the completed return of the teaching staff. One 
of the major problems for a long time ahead would be the finding 
of new members of staff. Limited accommodation was a secondary 
difficulty ; they were faced by a considerable increase of students to 
meet the urgent national demand for teachers, doctors, and dentists. 
-Three new chairs had been established, including one in medicine 
and one in industrial health; the former would be whole-time, as 
had been contemplated before the war; and the latter was, under 
Dr. R. E. Lane, the first full professorial department in the subject 
in Great Britain. The Vice-Chancellor was hopeful that by next 
September the University would have the financial support needed 
to start a full professorial department of child health. 


UNIVERSITY OF EDINBURGH 

Charles Cameron, M.D.Glas., F.R.F.P.S., has been appointed to 
the Chair of Tuberculosis in the University in succession to the late 
Sir Robert Philip. Dr. Cameron has been medical superintendent 
of the South-East Counties of Scotland Sanatorium, East Fortune, 
for the past 22 years, and took charge of the tuberculosis depart- 
ment at Bangour Hospital under the Emergency Medical Service. 
He is a past president of the Tuberculosis Society of Scotland. 


ROYAL COLLEGE OF PHYSICIANS OF LONDON 
The Croonian Lectures, which were unavoidably postponed, will 
now be given at the College by Surg. Capt. Macdonald Critchley on 
Tuesday and Thursday, July 10 and 12, at 4.30 p.m. His subject is 
“ Problems of Naval Warfare under Climatic Extremes.” 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 
Sir Hugh Devine’s Honorary Fellowship 
The President, Sir Alfred Webb-Johnson, Bt., has received from 
Sir Alan Newton, President of the Royal Australasian College of 
Surgeons, a letter dated March 19, 1945, in confirniation of a per- 
sonal message by air mail, recording that H.R.H. the Duke of 
Gloucester had admitted Sir Hugh Devine as an Honorary Fellow 
of the Royal College of Surgeons of England at Governnient House, , 
Melbourne, on Feb. 23. Sir Alan Newton enclosed a copy of his 
address to the Governor-General of Australia and also of His Royal 
Highness’s reply, part of which was spoken directly to Sir Hugh 
Devine, a founder and Past-President of the Royal Australasian 
College of Surgeons, as follows: “ The value of your work in the 
advancement of surgery has been most deeply appreciated and your 
wise and cautious guidance has been the means of saving many 
lives during the war—so much so that your counsels have come to 
be spoken of as the ‘ Devine Precepts.’ Australian surgeons have 
made most remarkable and stimulating contributions to the science 
and art of surgery, and none have been more fruitful than your own. 
It is therefore a special pleasure to me to bring you greetings from. 
your colleagues of the Royal College of Surgeons of England, of 
which I am myself an Honorary Fellow, and to present you with 
your Diploma. In the name of the College and by the authority 
of the President and Council I admit you as a Fellow of the Royal 
College of Surgeons of England—Honoris Causa.” The following 
is a quotation from Sir Alan Newton’s letter to Sir Alfred Webb- 


Barris 
MEDICAL Journ June 9 
Johnson: “ May I take this opportunity of emphasizi 


that my reference to our debt to the Royal College of Sell entre tO 
England expressed the feelings of all the Fellows of the miner the 


Dr. Me 


Australasian College cf Surgeons. It is our intention to 
you 


a gift of money to help you to repair the damage to the 


in Lincoln’s Inn Fields and we intend to obtain for pspirator 
anatomical and pathological specimens as may be of value edge of t 
Either I or my successor who will be appointed in Ma “ reat ShOr 
year will write to you further about these intentions 4 incre 
very great pleasure to us that Surg. Capt. Lambert Rog: p clear © 
to be present on this occasion and we look forward to pastry, . 

“Hor the di 


him again at a College meeting to be held in Melbourne in 
There will be a public meeting in the Wilson Hall, where yoy 
remember giving your Syme Oration with such success, and I 

arranged for Lambert Rogers to speak at this meeting as a mem 
of your Council. I know that he will make a public relerenne pa whol 
the close association between the two Colleges. I trust that you 
your Council will approve of the way in which the ceremon 

carried out in Australia, and assure you that Devine, and , . 
who are his colleagues, are deeply appreciative of the great he fedical n 
you have done to Australasian Surgery in conferring an Hon 7 : 
Fellowship upon him.” intensi\ 
nines the 
inister’s 


Medical Notes in Parliamen sian 


Artificial Insemination in Animals Mr. = 
Mr. Tom WILLIAMS moved on May 17 the second reading acti 
the Agriculture (Artificial Insemination) Bill. He reminded — 


House that Section 17 of the Agriculture (Miscellaneous F 
visions) Act, 1943, had endorsed the principle of control 
development of artificial insemination. Problems still requi 
investigation, such as the keeping quality of semen, insem) 
tion methods, and technique, which were unsuitable for 
vestigation at a commercial centre. In Clause 1 of thes 
Bill the Minister of Agriculture and the Secretary for Scot 
sought power to set up artificial insemination centres 
research and experiments could be carried on. These ceniffysentery, 
would also provide a limited service to. farmers in the neimnd 85 ca: 
bourhood. The clause would also allow financial assistaotified. 

to be given to organizations or persons undertaking approg Whoopin 
investigations. The clause would enable the Ministry to calirgest rise: 
out investigations in the case of all animals, including poulffancashire 
but not human beings... In England and Wales the Mite North: 
Marketing Board were leading in the establishment of artifidorthumbe 


Englan 
idence 


insemination centres. The method was going to be of m2, Worces 
use for dairy herds than for beef herds. ncept in th 
Mr. Woortton-Davies said the process had been of m@urroundins 


use for horses than for cattle. He himself sent to Sa@pllows: Sv 
America semen from his rams. But the House should @hire 102, E 
approve this method without consideration. The matingieported a | 
animals was not just like mixing an acid with an alkali. @ The rise j 
Price doubted whether the country had stock which couldgutbreaks. 


used with certainty for improving the quality of dairy caiding 50, 

Mr. CHAPMAN, replying for the Government, said the @fiddiesex ‘ 

Ministries concerned had arranged, in printed regulation#fflertfordshii 

thorough control of the practice of artificial inseminatiomg0, Lincoln: 

The Bill was read a second time. + Scotla 
ollows : 

Pneumoconiosis and the Mines Inspectorate shtheria 6 

Moving on May 29 a motion to approve the Coal Ch = _ 

Lire t 


(Amendment) Order, Major LLoyp Georce said he had m 
complaints of the food for miners. It was disappointinggad of me: 
find so small a percentage of the mineworkers taking @phtheria. 
advantage of the extension of canteen facilities. He wisheig? outbreak 
say a word about health services. Rehabilitation centres ported. 
been greatly increased during the last four years with th In Northe 
of the Welfare Commission. With regard to pneumoconiq gh than | 
which affected miners most in West Wales and South W. 

the Ministry of Fuel and Power had been able to increa®§i ci... 
staff of doctors, with great difficulty, to reduce the waiting yrsx ¢ 


It was to have a research centre. There, he hoped, 2% gan 
would be found for this disease about which little was Ki... rege 
at present. The waiting-list was at one time 3,000. 
been some change since increased medical staff were obt# some 
He hoped to get rid of the arrears in nine to twelve mo 

Dr. SUMMERSKILL asked how many specialists there wet 
pneumoconiosis. Major Ltoyp GrorGe said there were" The notific 
panels. His recollection was that a doctor who was a Spe@@Mtring the w 
in the disease was at the head of each. It was difficult 955, diphthe 
the right men. He was told that one could not regafiiitrebrospinal 


ordinary tuberculosis specialist as having any real knoWMhe cases of 


of this extraordinary diséase. He hoped after the Japaituming pri: 
war to have the services of many more who had expe@ontinent ha 
of the disease, and also that as a result of putting up 2 T*¥Mtcautions | 
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roper clinic and contacts with other countries 
thing was found in different forms. 
~*~ MorGaN asked what steps were being taken to train 
Dr. ‘oung medical men or older men who were experts in 
aber sory diseases to enable them to get the requisite know- 
of ihe disease. Major LLoyp GEorGE said there was a 


at shortage of medical men of all categories. The Ministry 

May of @* increased the number of panels available. He was anxious 
It clear off the waiting-list. Dr. MorGan said that when the 
TS Was ris was formed there were about nine medical inspectors 
d to seq Fthe different mining districts. He did not know the present 
me in Mg ber. Did their work deal purely with safety arrangements? 


ad it anything to do with ventilation or humidity? Could 
House get any detailed health statistics for the industry 
a whole? There were now three teaching schools with pro- 
sorships of industrial medicine, but no lectureships in London 
sanected with it. Had the Minister a Medical Appointments 
urd? How did he recruit and train these inspectors? 
dical men did not know. What arrangements were being 
ade for the appointment of a Silicosis Board? There should 
intensive training, because the more machinery put into the 
ines the more dust and cases of disease there would be. The 
inister's medical inspectors should ensure that when accidents 
ppened the roads were cleared so that the badly injured 
orkman could be got out of the mine easily. 


The “ Minister of Health ” 


Mr. CHURCHILL remarked on May 30 that he never liked the 
lange from “ President of the Local Government Board” to 
Minister of Health,” but thought it would be a great mistake 
h make another change now. 


EPIDEMIOLOGICAL NOTES 


Discussion of Table 
wr Scotldin England and Wales large increases were reported in the 
tres idence of measles, whooping-cough, acute pneumonia, 


ese cenimysentery, and diphtheria, which rose by 1,714, 269, 101, 91, 
tind 85 cases respectively. Seven cases of typhus fever were 
istamotified. 


: approg Whooping-cough increased in most areas of the country, the 
"y to caliargest rises over last week’s totals being Yorks West Riding 37, 
1g poulancashire 41, London 29. Diphtheria was most prevalent in 

the Mite North; the chief local rises over last week’s totals were: 
of artifigNorthumberland 16, Staffordshire 13, Durham 12, Derbyshire 
e of mg2, Worcestershire 11. There was a general rise in measles, 


ncept in the north. The largest increases were in the counties 
rounding London, the increases over last week being as 
plows: Surrey 233, Kent 163, Buckinghamshire 106, Bedford- 
hire 102, Berkshire 102, Hertfordshire 99. Yorks West Riding 
ported a fall of 107 in incidence. 

The rise in dysentery was due mainly to increases in existing 
tbreaks. The largest returns were Lancashire 56, Yorks West 
iding 50, Staffordshire 46, London 31, Gloucestershire 24, 
iddiesex 22, Warwickshire 22, Essex 14, Pembrokeshire 14, 
fertfordshire 12, Glamorganshire 11, Kent 10, Southampton 
), Lincolnshire 10. 

In Scotland notifications exceeded last week’s totals as 
ollows: measles 248, whooping-cough 56, scarlet fever 16, 
e phtheria 9. The increase in measles and whooping-cough 


al Chagas mainly in Glasgow. There was one case of typhus fever. 
had mg In Eire the notifications of whooping-cough increased by 42, 
ointinggtd of measles by 10, but there were 10 fewer cases of 
aking @phtheria. The rise in diarrhoea and enteritis—26—was due to 
wished™e — in Dublin C.B., where 25 of the 36 cases were 
entres @PPOried. 


In Northern Ireland there were 16 more cases of whooping- 


bugh than last week. . 
Typhus in Paris 


Sixty-six cases of typhus have been reported in Paris, 64 of 

patients being former prisoners or deportees. In anticipa- 
on of returning prisoners spreading infection Shaef ordered 
amen in rear areas to be inoculated or reinoculated against 
phus some weeks ago. 


Week Ending May 26 


The notifications of infectious diseases in England and Wales 
uring the week included: scarlet fever 1,295, whooping-cough 
BS, diphtheria 396, measles 11,408, acute pneumonia 487, 
ebrospinal fever 50, dysentery 374, paratyphoid 3, typhoid 8. 
ue cases of typhus during the past weeks have occurred among 

ming prisoners of war. Anyone entering Britain from the 
ontinent has to undergo a rigorous test for typhus, and special 
cautions have been taken in case of an outbreak. 


No. 


20 


INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vita! 
Statistics in the British Isles during the week ended May 19. 


Figures of Principal Notifiable Diseases for the week and those for the corre 
sponding week last year, for: (a) England and Wales (London included). 


London (administrative county). (c) Scotland. 
Figures of Births and Deaths, and of Deaths recorded under each infectious disease , 
are for: (a) The 126 great towns in England and Wales (including London). 
(b) London (administrative county). (c) The 16 principal towns in Scotland. (d) 
The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 
A dash — denotes no cases; a blank space denotes disease not notifiable or 


no return available. 


(b) 


(d) Eire. (e) Northern Ireland. 


1945 1944 (Corresponding Week ) 
(a) | © (d) | (e) (a) | | (dd) (e) 
Cerebrospinal fever “4 2% @éem #3 
Deaths —| 1 
Diphtheria 498) 127. 59| 14] $98, 23) 138) 75) 55 
Deaths 1 1 3 
Dysentery 434,31) 10612 —| 276 18 —|- 
Encephalitis lethargica, | 
Deaths | 
Erysipelas 40 13) 1 
Deaths i= — 
Infective enteritis or 
diarrhoea under 2 
years oe ow 36 17 
Deaths 51 9 8 9 3 45 9 14 8) a 
Measles* 14,126] 819] 451| 63) 12}2,255| 213) 479, 211) 25 
Deaths 1 | — 
neonatorum 78) 4 98; 6 355 — | — 
ths at 
Paratyphoid fever 2; — |1(B)) — 3} — — 
Pneumonia, influenzalt 612} 23} 12; 4 806) 63) 22 68 
Deaths (from _influ- 
enza) ee 13} — a—|— 17 2) — 
Pneumonia, primary . 202) 44 205} 35 
Deaths ae ae 19 11 6 
Polio-encephalitis, acute — 
Poliomyelitis, acute 3} — 
Puerperal fever . . 6 «67 1) 12 
Deaths 
Puerperal pyrexia 132} 11) 11 1} — 4 142) 4 16 1 1 
Deaths 
Relapsing fever |— | — 
Deaths 
Scarlet fever 1, 62; 230} 12} 341,733! 121) 172) 20) 56 
id fever .. —j— 4 2 — 2 
Typhus fever .. 7; — 1; — 
Whooping-cough* 1,068; 60) 131 2,619) 182) 38) 25 
Deaths 7 1 —i— 11 4 1 — 1 
Deaths (0-1 year) 327, 42 37, 25) 324 
Infant mortality rate 
(per 1,000 live births) 
Deaths (excluding still- 
births) .. | 4,314] 589) 634) 142]4,077| 634) 584) 222) 136 
. Annual death rate (per 
1,000 persons living) 14-4) 14-9) § 13-4) 14-4) § 
Live births .. | 7,729) 816) 965) 394 7,339) 593) 350 
Annual rate per 1,000 
persons living 19-3; 25-4) § 20-9} — | § 
Stillbirths me 203} 21) 38 222} 25) 30 
Rate per 1,000 total 
births (including 
still 38 28 


* Measles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation only. 
t Includes primary form for England and Wales, London (administrative 


county), and Northern Ireland. 


t Includes puerperal fever for England and Wales and Eire. 


§ Owing to evacuation schemes and other movements of population, birth 


and death rates for N 


Ireland are no longer available. 


x, 
| | 
| 
to send | 
faq 
ra 
and | hal on 
reference | 
hat you g | 
nd all of Ga 
Treat hond | * 
n Honorgl 
nen 
reading 
minded | 
neous P 
control 
; 
% 
‘ 
ith the 
ath Wa 
vaiting? 
od, ac . 
There 
obtalt 
re 
wer 
were 
cult to 
knows 
exp | 
i 


828 JuNE 9, 1945 


MEDICAL NEWS 


MEDICAL Journ, 


Medical News 


Letters, Notes, and Answers 


H.R.H. the Princess Elizabeth will present prizes and certificates 
to students of the London (Royal Free Hospital) School of Medicine 
for Women on Thursday, June 21, at 3 p.m. in the Great Hall, 
British Medicai Association House, Tavistock Square. 


The forty-sixth annual meeting of the Association of Port Health 
Authorities of the British Isles is to be held in the City Hall, Cardiff, 
on June 14 and 15. There will be a tour of the docks and visits 
to the Royal Hamadryad Seamen’s Hospital and the Llandough 
(Cardiff Municipal General) Hospital. Mr. D. G. Hoppins will 
read a paper on “The Port of Cardiff in Wartime,” Mr. J. W. 
Wellwood on “ The State and the Welfare of Merchant Seamen in 
Ports,” and Col. P. G. Stock on “ The International Sanitary Con- 
vention of 1944,” 


On Friday, June 15, at 4.30 p.m., a coloured film showing move- 
ments of the brain in concussion, etc., will be demonstrated by 
Lieut. Robert Pudenz, U.S.M.C., at the Royal Society of Medicine. 
By means of high-speed cinema-photography a monkey’s brairi has 
been investigated through a plastic calvarium. Lieut.-Gen. Sir 
Alexander Hood will preside. 


The Queen's Institute of District Nursing Secreiaries Association 
has arranged a National Conference of District Nursing at 10.45 a.m. 
on Saturday, June 16, in Crane Theatre, Hanover Street, Liverpool. 
The speakers include Sir Weldon Dalrymple-Champneys, D.M., 
Miss J. M. Calder, Miss E. J. Merry, and Dr, O. R. Belcher. 


The East India Association (3, Victoria Street, S.W.1) announces 
that on Tuesday, June 19, at 2.30 p.m., at the Rooms of the Royal 
Society, Burlington House, Piccadilly, brief addresses on “ Indian 
Health Problems: Some Recent Voluntary Efforts” will be given 
by Lieut.-Col. I. M. Orr, M.D., R.A.M.C.(ret.), Mr. Howard 
Somervell, F.R.C.S., and the Rev. J. C. McGilvray, bursar of Vellore 
Christian Medical College. 


Lord Moran, P.R.C.P., will deliver the Cavendish Lecture before 
the West London Medico-Chirurgical Society at Kensington Town 
Hall on Tuesday, June 19, at 8.30 p.m. His subject is “ The Art 
of Command.” 


The annual meeting of the Members of the Royal Medical 
Benevolent Fund will be held at 3.30 p.m. on Wednesday, June 20, 
at the Medical Society of London, 11, Chandos Street, W.1, when 
the financial statement for 1944 will be presented and the officers, 
committee, and honorary auditors elected for the current year. 


A clinical meeting of the Middlesex County Medical Society will 
be held at Harefield County Hospital on Wednesday, June 20, at 
3 p.m. Clinical demonstrations will be followed by a short paper 
by Drs. E. Nassau and P. F. Kennish entitled “An Analysis of 
Cases Admitted for Treatment from the Mass Radiographic Unit.” 

A special meeting of Fellows of the Royal Society of Medicine 
was held on May 24, at which eight elections were made to the 
Honorary Fellowship of the Society, the highest honour which the 
Society can bestow. The British recipients were Surgeon Vice- 
Admiral Sir Sheldon Dudley, Lieut.-General Sir Alexander Hood, 
Air Marshal Sir Harold Whittingham, and ‘Sir Francis Fraser, 
respectively Directors-General of the Medical Services of the Royal 
Navy, the Army, and the Royal Air Force, and the Emergency 
Medical Service. The four foreign recipients were Colonel V. L. 
Gallemaerts, Colonel-General Smirnov, Dr. Karl Evang, and Colonel 
Frantisek Langer, representatives respectively of the medical services 
of Belgium, Russia, Norway, and Czechoslovakia. At the same 
meeting it was announced that the 1944-5 award of the Gold Medal 
ot the Society had been made to Brigadier Sir Lionel Whitby. To 
the presidency of the Society Surgeon Rear-Admiral G. Gordon- 
Taylor was re-elected for a further term. - 


Princess Arthur of Connaught was the chief guest at a luncheon 
party on May 30 at the Mansion House in support of an appeal for 
funds to rebuild and equip the Marie Curie Hospital for cancer 
and allied diseases. Another guest was Lieut. Eve Curie, daughter 
of Mme Curie. The Lord Mayor presided. The main building of 
the hospital in Fitzjohn’s Avenue, N.W., was totally destroyed by 
enemy action, and the x-ray wing was seriously damaged. 


The difficulty of ridding clothing, etc., of lice and their eggs by 
baking the articles at a temperature of 212° F. for twenty minutes 
is that clothes—woollen articles particularly—are good insulators. 
The Industrial Gas Centres of the Gas, Light and Coke Company 
and the South Metropolitan Gas Company have provided a means 
of heating a disinfestation oven—a brick chamber open at each end, 
through which a conveyor carrying frames for the clothing and 
blankets is passed. Information on the method of heating, safety 
devices, and the tests of efficiency of the oven in killing lice and 
their eggs carried out by Dr. Busvine are contained in a memorandum 
received from Gas Industry House, London, S.W.1. 
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gsibilities. 
ANY QUESTIONS 2? 


he may 
Disappearance of Psoriasis in Pregnancy 


wrecy at | 
d much 
Q.—A woman aged 22 had psoriasis in head, neck, elbows, ly be « 
knees. Various treatments improved the condition, but it aggpecondly, 2 
returned. She got married and became. pregnant; the rash dm he is $ 
appeared at once, but reappeared soon after the baby was by might of 
She has now had three confinements, and the same disappear fs statemet 
and return of the rash has happened each time. Would treatmempith to pre 
with the male hormone be of any use? Possibly someone 
already had similar cases, and treated them with a hormone, 


A.—Disappearance of the rash of psoriasis during pregnancy Q—At 
met with occasionally. As it is not a constant phenomenon af ~" 
as the reverse may occur, the interpretation in the light of presg 
knowledge is difficult or impossible, and affords no precise indig 
tion for hormonal treatment. 
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Humidity of Temperature of Inspired Air 

Q.—In the B.MJ. of March 10, in reply to a question on 
conditions and chronic bronchitis, it is said that the bro 
mucous membrane is atrophic and therefore unable to deal sati 
factorily with changes of humidity and temperature. Is it evertl 
function of the bronchial mucous membrane, even when healthy, 
affect the humidity and temperature of inspired air? Is this 
the function of the mucous membrane of the nose, where thet 
binate bones, acting like baffles, enforce a more prolonged coni 
of the incoming air with warm and moist mucous membrane? i 
my experience chronic bronchitics are unconscious and un 
mouth-breathers in that automatically, before each act of coug 
air is inspired through the mouth, although the nose itself is} 
and unblocked. Automatically the nose, the natural air-conditi 
ing plant of the body, is by-passed. Chronic bronchitics she 
therefore, be taught to close the mouth at the end of each at Sout it asl 
coughing and inhale slowly through the nose. Real, ing 


A.—Normally, with quiet breathing, the nasal mucosa serves he child tc 
warm and moisten the inspired air; but when the ventilation vok 
is increased, as during exercise, air is taken in also through 
mouth and it is likely that part of the moistening and wi 
occurs in the lower respiratory passages. Even the atrophic must 
must be warm and moist and able to exert some effect ont 
inspired air. But in doing so the mucosa loses water and Ii 
and it is unlikely that the atrophic mucosa can replace them 
rapidly as the normal mucosa can. During coughing, as ye 
correspondent says, air is likely to be inspired through the mou 


Q.—Wouw 
ve? Is th 
A.—The 
icylism. 
pontinued o 


It is the drying of the atrophic mucosa and consequent irritati : ge 
which should be avoided. Nose breathing should help to p ining 


this, but whether slow inhalation through the nose is always poss 
when coughing is reflexly induced is open to question. Ho 
there seems to be no harm in trying. 


Giant Urticaria 


maturia 
such 
sthmatics 

sthma afte 


Q.—A young farmer suffers from chronic urticaria; his mse—i.e., 
lips, and tongue swell, and wheals have appeared over his body, ay produc 
largest being the size of a dinner-plate. Attacks occur most (My 1. plas 


in the evening. During the day he is usually free. No treaimm@my nn. ging 


of any avail. What should be done? pirin mig 
A.—Chronic urticaria, with or without “ giant” lesions, 

related to many factors, among which focal infection, food ry 

or a psychological disorder may be the determining causes. © 

remarkable how the removal of an infected tooth or the elimina] Q.—In a 

of some unsuspected article of food may sometimes poe yr ca 

plete relief. As all physical measures of treatment have veh 


psychotherapy should be considered. The possibility of 
the glottis should be kept in mind: severe attacks can be 
reduced by 5 minims of adrenaline injected _hypodermically 
repeated every 15 minutes up to a reasonable limit. 
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Chronic Sinusitis and Swimming 


wers _4s it safe to permit swimming in the case of a sufferer from 
0: lary sinusitis? (1 take it di,ing is absolutely contra- 


icated.) 
nora Td 4 1 should be safe to permit side and breast stroke; but such 
MS: Ainaiicog strokes as trudgeon crawl would be as risky as diving. In 


forwarded (gmail bath there would be some risk to other bathers, however. 


ne a Professional Secrecy and the Law 


_As an M.O. at a mental hospital, am I legally entitled to tell 
wife of a patient recently admitted the diagnosis of G.P.1., 
D. to Sp esting that she gets herself examined? Should I do this even 
she is not under my medical care ? 


A.—The test of the legality of an action is not whether it is 
wcifically permitted by law but whether it is forbidden, or whether 
action can be founded on it. In the present case there are two 
«sibilities. (1) The doctor may be breaking a duty of secrecy; 
he may be committing an actionable defamation. The duty of 
srecy at law, apart from medical ethics, is not clearly laid down, 
4 much doubt is felt whether it exists. Even if it does, it may 
lbows ly be overridden by the need to protett the wife’s health. 
sondly, although to state of a man, either orally or in writing, 


t it “ 

, al wat he is suffering from G.P.I. is doubtless defamatory, and gives 
was hop tight of action, the action would fail if the doctor showed that 
appearaais Statement was true, OF that it was made reasonably and in good 
! treatmaaith to protect the wife’s health. 

meone 

ee: Safe Milk for Children 


es Q.—At what age would you allow a child to take unboiled milk ? 
ads “Pre may bring up a baby and infant on boiled or pasteurized milk, 
ha sir obviously one cannot continue in modern society doing so 
definitely. 
A.—The short answer is that a child should have boiled milk 
ntil he is about 2 years of age and thereafter milk that has been 
ficiently pasteurized. It is surely easier to do this in “* modern 
Mociety”” than in the last century—for example, since much more 
wapilk is now pasteurized. Moreover, legislation has been passed to 
Bake it compulsory, as soon as plant and personnel are available, 
Bor all milk to be pasteurized except from T.T. and “ accredited ”’ 
s this ows. When this becomes the practice all over the country the 
sks of liquid milk—not only for children—will be avoidable. 
Meanwhile, all milk for children should preferably be heat-treated. 
at the questioner is worried about probably is what happens 
n the child goes out to tea, or on holiday, or to a restaurant, 
has milk at school. Procedure recommended in these situations 
as follows: Tea parties, child take his own milk; holidays, 
condiiaprecially if on a farm, milk to be boiled (a useful excuse is that 
is too rich); at a restaurant—in London and large cities it will 
obably be pasteurized milk anyway, and if there is any doubt 
bout it ask for it to be boiled or give the child something else; at 
thool, inquire if the milk is pasteurized, and, if not, arrange for 
Serves he child to have it boiled or as cocoa. 


| Acute Aspirin Poisoning 
Q.—Would you please state the symptoms of acute aspirin poison- 
g? Is there any evidence to prove it is a cumulative drug? 


A.—The symptoms of acute aspirin poisoning are those of 
cylism. Deafness and headache occur first, and if the drug is 
entinued or larger doses are given the patient suffers from vomit- 
itaiam’®, UNCONsciousness, delirium, dyspnoea, and deepened respiration. 
he pulse weakens and becomes irregular, epistaxis is common, and 
orrhage may occur from other parts of the body, such as 
aturia and retinal haemorrhage. Idiosyncratic reactions may 
ecur such as urticaria, erythema, or purpura. About 10% of 
sthmatics are aspirin-sensitive and develop violent paroxysms of 
sthma after taking the drug. A local gastric reaction may give 

to haematemesis. Aspirin is not cumulative in the ordinary 
mse—i.e., the drug itself does not accumulate in the body—but it 
Y produce a cumulative effect by its action on the prothrombin 
H the plasma. Salicylic acid is related to the anticoagulant sub- 
ice dicoumarol, and it is possible that continued dosage with 
pirin might lower the prothrombin level to a haemorrhagic level. 


Orchitis without Parotid Enlargement 


Q—In a recent mumps epidemic in my unit (about 50 cases) I 
two cases of orchitis without any history of parotid enlarge- 
nt, _- sore throat, etc. Is this to be expected, or is it very 


A.—The mumps virus has particular affinity for certain tissues, 
ich include the meninges, salivary glands, pancreas, testicle, and 
- Normally the susceptibility of the salivary glands is much 


higher than testicular tissue; hence the virus tends to settle there 
first; but this is not invariably the sequence. Thus (a) orchitis pre- 
ceding salivary gland involvement and (6b) orchitis as the only 
manifestation of mumps have been encountered in the past. Both 
are uncommon. The factors which favour occasional resistance of 
all the salivary glands are unknown, but testicular susceptibility 
appears to bear a fairly close relation to sexual activity. 


Prolactin 


Q.—Is there a lactogenic hormone which can be administered at 
parturition to stimulate the milk yield of the breasts in an otherwise 
normal woman of 35 years? Do the results justify the use of such 
a preparation? 


A.—There is a lactogenic hormone, usually called prolactin, 
secreted by the anterior lobe Of the pituitary, and it is in large 
measure responsible for the initiation of lactation after parturition. 
It is available for clinical use and is administered by intramuscular 
injection. To stimulate lactation, treatment should be begun within 
a few hours after delivery rather than during labour, and a total 
of at least 1,000 iu. should be given in divided doses during the 
first forty-eight to seventy-two hours—say, five injections of 200 i.u. 
each. The effect of such treatment is extremely variable and is, in 
any case, difficult to assess. There is good reason to question 
whether it is worth while, particularly as local reactions to the 
injections are not uncommon. However, the time is not ripe for 
a definite conclusion as to its merits, and meanwhile it is a treat- 
ment worthy of trial in special cases. 


Nausea in Carcinoma of Stomach 


Q.—1 am suffering from an advanced degree of cirrhous carcinoma 
of the stomach. My latest symptoms have been constant feeling of 
nausea with bouts of violent retching, with no result except frothy 
mucous. I have to take morphine occasionally, and this makes it 
worse. Can you suggest anything for my relief? 


A.—Morphine is rather apt to provoke vomiting, even in normal 
people. To prevent this it may be combined with atropine gr. 1/100, 
or dilaudid may be substituted, or opium by mouth. Wartime 
experiments on air-sickness and sea-sickness suggest that the two 
most effective remedies against nausea are barbiturates and hyoscine. 
Barbiturates usually have to be pushed to a sufficient degree to pro- 
duce sleepiness, but hyoscine hydrobromide gr. 1/100 by mouth 
may relieve nausea and allow normal activity. It may be repeated 
two or three times daily. Lavage with a dilute solution of sodium 
bicarbonate, a teaspoonful to the pint, is the classical remedy for 
nausea and vomiting in carcinoma of the stomach; with practice 
it is not distressing and may be repeated two or three times daily. 
Injection of vitamin B, has been favourably mentioned, and older- 
fashioned remedies are tincture of nux vomica, 5 to 15 minims 
before meals, or a few drops of chloroform on a lump of sugar. 
Alvarez states that some women are able to relieve menstrual nausea 
by overbreathing till they become dizzy. 


Sterilizing Paraldehyde 
Q.—in order to avoid any risk of injecting claustridia spores 
when giving intramuscular injections, how should paraldehyde be 
sterilized to avoid decomposition by oxidization ? 


A.—The only method of ensuring the sterility of fluids which 
cannot be autoclaved is by filtration. Whether this is necessary is 
another question. We know of no evidence bearing on the possible 
bacterial contamination of paraldehyde, and of no record of an 
infection produced by injecting it; this, however, may only be 
because the practice is uncommon. 


Haemoglobin and Plasma Protein Estimation 


Q.—Maijor-Gen. Ogilvie, in his article on May 5, speaks of bed- 
side methods of estimating haemoglobin and plasma protein which 
have only been available within the last two years (paragraph on 
general health of the injured, p. 620). To what method does he 
refer? 


A.—The new methods referred to are those based on the deter- 
mination of the specific gravity of whole blood and plasma by the 
copper sulphate method. This is based on the facts that plasma or 
whole blood dropped into a solution of copper sulphate of known 
gravity is encased in a sack of copper proteinate, and the gravity 
of this discrete drop is not changed for about 15 seconds. The 
rise or fall of the drop during this interval shows whether it is 
lighter or heavier than the solution. Copper sulphate solutions of 
known gravity are made with precision by diluting a stock solution, 
which is prepared either from weighed amounts of crystalline copper 
sulphate or from measured volumes of saturated copper sulphate 
solution. Standard copper sulphate solutions with gravities graded 
at 0.001 intervals suffice to measure the gravity of blood or plasma 
to + 0.002. Three or four drops of blood or plasma and about a 
minute of time suffice for a determination. No temperature con- 
trols are needed. Line charts have been prepared for quick calcula- 
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tion of plasma proteins from plasma gravities, and of haemoglobin 
and haematocrit values from combined plasma and whole blood 
gravities. The haemoglobin values thus estimated appear, from 
comparison with precise oxygen capacity determinations, to be as 
accurate as haemoglobin values determinable by the better types 
of colorimetric procedures. The haematocrit values are less 
accurate, but are useful unless blood conditions are present which 
alter the specific gravity of the cells. If the blood cells are normal, 
cell counts also can be estimated from blood and plasma gravities. 
The technique is described in great detail in a paper from the 
a Rockefeller Institute for Medical Research by R. A. Phillips, D. D. 


van Slyke, V. P. Dole, K. Emerson jun., P. B. Hamilton, and R. M. 


< Archibald. Copies of the paper may be obtained from the Josiah - 


Macy Jun. Foundation, 565, Park Avenue, New York 21, N.Y., 
U.S.A. 


Care of Artificial Eye Socket 


Q.—What is the proper procedure for the day-to-day care of the 
socket in which an artificial eye is worn? Is it usual for there to 
be some redness and discharge in hot or smoky atmospheres? And, 
if not, what should be the treatment ? 


A.—The amount of care required by an artificial eye depends 
upon the accuracy of the fitting. The better the fit the less trouble 
the eye will give. The eye should be taken out at night and the 
socket washed out with lotio acid. bor. night and morning. If there 
is a discharge, zinc sulphate gr. 1/4 should be added to the ounce 
of lotion. Any tendency of the lids to stick together in the morning 
should be combated by the application of clean vaseline to the 
roots of the lashes last thing at night. If the surface or edge of 
the eye should become rough, it should be repolished or a new 
one obtained. 


Local Sulphonamide Therapy 


Q.—What is the present view on local sulphonamide therapy? 
1s it contraindicated in all cases because of the danger of a patient 
developing hypersensitivity, or are some of the series worse, and/or 
some local conditions more prone to develop these? How would 
you desensitize a case? . 


A.—Sensitization to sulphonamides has been observed chiefly after 
the powdering of wounds. Whether the amount used or nature of 
the lesion treated determines this effect is not clear. It seems 
probable that sensitization in these cases was made manifest only 
because so many of them were subsequently given sulphonamides 
by the mouth; after other forms of local use such treatment is 
much less likely to be given. 

Whether the powder treatment of battle wounds has or has not 
been of value is one of the largest unanswered questions facing the 
medical historian of the war. The original evidence in favour of 
its use as a prophylactic in compound fractures in civilian practice 
appeared sound. For the more specific purposes of treating 
impetigo, a localized peritonitis, or an infected granulating area 
requiring a skin graft, local sulphonamide treatment is undoubtedly 
valuable. Penicillin will do most of these things even better, and 
is hence likely to supersede the sulphonamides in local treatment 
when supplies permit. 

I know of no method of de-sensitization. 
{ question published on Oct. 23, 1943, p. 533.) 


(See also reply to a 


INCOME TAX 


Retirement from Partnership 


““X. Y.”’ ceased to be a member of a partnership as from March 1, 
1945. He asks, “ Am I liable to any income tax on the receipts for 
the last year?” 


7 *." He is not liable to income tax on the source of income after 
at ' March |, 1945. The assessment for 1944-5 (presumably made on 
nee the basis of the earnings of the firm for 1943) covers the liability 


of all members of the partnership up to April 5, 1945. ‘“X. Y.” 
should therefore bear only tax on 11/12ths of his share of the 
1944-5 assessment, and is not liable for any part of the tax to be 
assessed for 1945-6 on the basis of the earnings for 1945, 


Purchase of Share of Book Debts 


“Bee ” bought a share in a partnership, paying £200 for a share 
of the book debts. Can he claim any deduction for this payment, 
seeing that he has to pay tax on his share of debts recovered by 
the firm? 


*." No. The firm is presumably assessed on the basis of cash 
receipts, otherwise the point would not arise. The tax which “ Bee ”’ 
pays does not relate in fact to the debts he purchased; they may 
be included in calculating the profit for tax purposes, but the tax 
is paid for the year of assessment. If and when “ Bee” sells his 
share of the partnership debts, he will not be liable to account for 
tax on the amount received—that will be a receipt of capital, just 
as the £200 is a payment of capital. 


LETTERS, NOTES, ETC. 


Health Education Lectures 

Dr. Rosert SUTHERLAND, medical adviser and secretary 
Council for Health Education, Tavistock House, Tavistock So. 
W.C.1, writes: I should be grateful if you would let your re 
know that this council has now a balanced team of technical ofall 
whose services are available to local authorities, educational inglllt 
tions, and voluntary organizations for help in their health educa 
work, This team consists of medical men and women with gnc 
ized experience in different health fields, two biologist-educatiggll 
and an educational psychologist. Between them these o 
competent to cover most aspects of health and health edyow 
Any of your readers who feel that they could make use of the 
vices of these lecturers in any health education they may be g 
out can get further information from me. 


Antiscorpion Serum 

ALLEN AND Hansurys Lp. write: In the Journal of Apa 
(6. 618) Dr. Frank Marsh mentions that an antiscorpion serum wae" 
made before the war. We should like to point out that the Ij 
Institute makes a concentrated multivalent antiscorpion serum 
we issue. This serum is obtained from horses that have 
immunized against the venoms of the scorpions Buthus guj 
striatus, Prionurus citrinus, and Buthus maurus. The dose is 


contents of one phial. 
Clinical Photography 


Dr. Frank R. Neuspert (London, S.W.15) writes: The medi 
profession has given surprisingly little attention to the art of clini 
photography. Students are still entertained during lectures by 
tern slides and epidiascope pictures which would, as often as 
disgrace the merest tyro in photography. Lecturers suffer i 
because they either illustrate, however badly, some rare condij 
about which they wish to speak, or are the only slides available. 
general attempt is made to take advantage of modern photograp 
technique to produce pictures which would illustrate cases g 
clearly and add to the interest of the lesson. The same standan 
accepted in illustrating textbooks, although modern works on dem 
tology provide exceptions, and some books on surgery owe m 
of their popularity to the quality of the illustrations. This stat 
affairs is due to the fact that, although most institutions have ph A 
graphic apparatus of sorts, the men who use it are invani 
laboratory assistants whose knowledge of and interest in photogrg 
are nil. Many doctors (whose work is shown regularly ing 
and exhibitions) are expert photographers, and it is regrettabled 
more of their skill is not devoted to use of the clinical cam 
Some diseases of which there are no good photographic records 


gradually passing from our clinical ken. An opportunity exists Tuberc 
some firm or body interested in photography to compile a ii Cum 
of kinematic and static photographs, both in colour and in m Recurr 
chrome, from which writers and lecturers could obtain illustrat Side 
more worthy of modern medicine. SIDN 
A Missing Infant GENEI 

L. Crare, divisional detective inspector, Division, Endom 
politan Police, Albany Street Police Station, N.W.1, asks us tom 0. ¥ 
that about 4.30 p.m. on April 16 Maurice Stephen Jakubowicz, i) Tag G 
84 months, hair dark and sparse, eyes brown, well nourished, GRD tjanver 
cised, vaccination mark on left arm, rash mark on both t@ MEDic; 
and back of head caused by eczema, top of left ear turned @ MEDIC: 


was stolen from his perambulator outside Pemberthy’s, 399, Os 
Street, W. Despite numerous inquiries this child is still missing ay U 
on the same day its clothing was found near a static water talk 


the back of Selfridge’s. The tanks at the rear of Selfridges MN wea' 
been emptied without any further discovery. A photograph of Haen 
child appears outside every police station in the Metropolitan born- 
trict, and all country forces have been given particulars and pia ment 
graph. “It is thought that the child may be in need of me Dents 
attention, and therefore could you, in order to assist us, Dil ets 
the notice of your readers the fact that the child is still mi ay 
and how gladly we would receive any information. The father @ modi 
the child is serving in the British Army, and is returning pathi 
Continent shortly.” 
Disclaimer Radix 

Dr. W. Epwarps (Ashtead) writes: May I disclaim respons ore 
for the sensational article about myself which appeared i @& =e: 
the Sunday papers on June 3? A reporter came during my® Penic 
ing surgery and produced the Jetter by me which appeared # Golf- 
week’s B.M.J. I understood he wished to quote it, and, asi 
been published, he plainly had every right to do so, 
objected or not. After leaving me he went on to the factory ROYAL 
tioned, where he obtained the story he actually wrote; but I Com 
nothing about this until it appeared in print. 

Correction 
We must apologize for a slip in the preparation of Dr. No. 44 


letter for press (May 19, p. 714). His reference was to Mr 
Wilde. 
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